











JANUARY 3, 1953 


PAGEs 1 To 52 


THE LANCET 


Offices: 7, ADAM STREET, ADELPaI, W.C.2 


Telegrams: LANCET, RAND, LONDON 


Telephone: TEMPLE Bar 7228 and 7229 





No. I or Vor I, 1953 
No. 6749 Vor. CCLXIV 


LONDON, SATURDAY, JANUARY 3, 1953 


Founded 1823 PUBLISHED WEEKLY Registered as a Newspaper 


Pp. 112--Price is, 


Annual Subscription: 
£2 2s. 








Trade Mark Brand 


distributors : 





a 


“SONEBRYL’ rue ontg1nat BUTOBARBIGE Oddie « 
M 


w GERIAA RECTORS 
of 


manutactured by MAY '& BAKER LTD 
PHARMACEUTICAL SPEQ@ALITIES (MAY & BAKER) LTD., @a&GENHAM |. 


CONGRE S? 


JAN 13 1552 











()XFORD MEDICAL PUBLICATIONS 


SEE PaGE 2 


Second Edition Now available 


URGERY: A Texrsoox For STUDENTS 

By CHARLES AUBREY PANNETT, B.Sc., M.D., F.R.C.S. 

Professor of Surgery, University of London; Director of the 

Surgical Unit, St. Mary’s Hospital, London ; sometime member 

of Court of Examiners, R.C.S. Eng., and Examiner to the 
Universities of London, Manchester, and Cardiff 





769 + xiv Price 27s. 6d. net, plus 1s. postage 
Extensively illustrated throughout text 





Hodder & Stoughton Ltd., 20, Warwick-square, London, E.C.4 


Fifth Edition Now available 


RINCIPLES OF MEDICAL STATISTICS 
By A. BRADFORD HILL, D.Sc., Ph.D. 
Demy 8vo 282 +x 10s. 6d. net, plus 6d. postage 
With Twenty-five Exercises and Answers 
The Lancet Limited, 7, Adam-street, Adelphi, London, W.C.2 





NDOCRINE DISORDERS IN CHILDHOOD 
AND ADOLESCENCE 
By H. 8. LE MARQUAND, M.D.(Lond.), F.R.C.P.(Lond.) 
Physician, Royal Berkshire er 
and F. H. W. TOZER, M.D.(Lond.), M.R.C.P.(Lond.) 
Sometime Clinica] Assistant, Royal Berkshire Hospital 
Demy 8vo 298 +x pages Illustrated 15s. plus 5d. postage 


Hodder & Stoughton Ltd., 20, Warwick-square, London, E.C.4 





Second Edition 
BDOMINAL OPERATIONS 
By RODNEY MAINGOT, F.R.C.S. 
Surgeon, Royal Free Hospital 
2nd Edition in one volume Pp. 1274 1051 Illustrations 
including 16 Colour Plates £6 6s. net 


H. K. Lewis & Co. Ltd., 136, W.C.1 


Gower-street, 


Third Edition Now available 


INTRODUCTION TO 
ISEASES OF THE CHEST 


By JAMES MAXWELL, M.D.(Lond.), F.R.C.P.(Lond.) 


Physician, Royal Chest Hospital; Physician to the 
Ministry’s Mass X-ray Unit; Consulting Physician, 
Royal National Sanatorium, Bournemouth ; te 


Physician, St. Bartholomew’s Hospital 


Demy 8vo 308 + xii 66 Half-tone Illustrations 
12s. 6d. net, plus 8d. postage 


Hodder & Stoughton Ltd., 20, Warwick-square, London, E.C.4 


* Now available 


DISABILITIES 


AND HOW TO LIVE WITH THEM 
by 55 Patients 
Price 10s. 6d. net, plus 6d. postage 


Demy 8vo 252 pages 





The writers of these essays are practical people who have found 

ways of overcoming their various disabilities, and they have 

written these accounts in order to pass on to others the devices 

—whether in the form of a tool, a regimen, an outlook, or a way 

of life—which have helped them. Without intending it they pase 

on something else too: their good spirits—and that makes for 
good reading. 


The Lancet Limited, 7, Adam-street, Adelphi, London, W.C.2 








subjects. 140 Gower Street. 


The Libra 
Pp. xii + 115%, 


H. K. LEWIS & Co. Ltd. 


TEXTBOOKS AND WORKS IN MEDICAL, SURGICAL AND GENERAL SCIENCE OF ALL PUBLISHERS 

Catalogues on application. 
FOREIGN BOOKS: Select stock. Books obtained from abroad under Board of Trade licence. 
SECOND-HAND BOOKS: A constantly changing large stock of Medical Literature on view, classified under 
Scientific and Technical Books, 23 Gower Place, W.C.|. 


MEDICAL STATIONERY : Loose-Leaf Case Books, Card Index Systems, etc. 


MEDICAL AND SCIENTIFIC LENDING LIBRARY 
Annual Subscription from Twenty-five Shillings 


Catalogue revised to December, 1949, containing a classified Index of Authors and Subjects. 
To subscribers 17s. 6d. net ; to non-subscribers 35s. net ; postage Is. 3d. 


MEDICAL PUBLISHERS 
AND BOOKSELLERS 


Please state interests. 


Prospectus on application 








H. K. LEWIS & Co. Ltd., 136 GOWER STREET, LONDON, W.C.1 





Phone : EUSton 4282 











THE Lancer] THE LANCET GENERAL ADVERTISER [Jan. 3, 1953 





OEE SS = = 
Saas SS ———s —= 
——————SSSSaSsaSSSSSEE 
me } 










—=S 
S 


<< 

















= 


| 
Paired for effectiveness | 


IN MENOPAUSAL DISORDERS. The association of 


——S= 






——— 


ZF 


——— 


methyltestosterone and ethinyleestradiol in Mepilin produces a more 


complete response in the treatment of menopausal disorders than can be 


<<< 


~~ 
Zs 


— 


obtained by the use of cestrogens alone. 


= 
— 
—— 








The presence of methyltestosterone enables a reduction in cestrogen 
dosage to be made; thus undesirable side effects such as breast turgidity | 


SS 
———— 
es 


and pelvic congestion are avoided and the risk of withdrawal bleeding 
is reduced. An increased feeling of confidence and well-being is produced 
which is both mental and physical. 


SS 
oo 


—Ss 


————— 


DOSAGE: Menopause —2 to 6 tablets daily. Pre-menstrual 
tension and dysmenorrhea —2 tablets daily from 
1oth to 22nd day of menstrual cycle. 


——F 


Bottle of 25 at 7/5 and 100 at 23/8. Prices to the Medical Profession. 


‘MEPILIN 


ETHINYLGSTRADIOL 0.01 mg. METHYLTESTOSTERONE 3 mg. 


A 
— 


A ere ———$—— eee 


—— 






ZF 


BZESYABY 
$< ——<$<— 


Literature and specimen packings are available on request 


\\\ THE BRITISH DRUG HOUSES LTD. (Medical Department) LONDON N.I 


fils! 


> MEP/E/24 f 
i gee- chines nna pl OE ca A EE OO | Mo Eo 







\ 








— SSSSPjj; 
ANA OS FOHOSOEe>oOWNVN“VT”’: -—---—@Q-——Qoe-—sSS— COCO EOE era = . —— 

SSeS SS SSS SSERZEZXSOEAZS 

SSS SSS SS =PoTF Sea ST —ANSEST—ARSTEASZA 











ii 








Av 
Tt 
Li 


Me 


Ne 


D 


Owe. rt FG 








JAN. 3, 1953 


PAGES | To 52 


THE LANCET 


A JOURNAL OF BRITISH AND FOREIGN MEDICINE, SURGERY, OBSTETRICS, 
PHYS' ‘LOGY, PATHOLOGY, PHARMACOLOGY, PUBLIC HEALTH, AND NEWS 





No. 6749 


LONDON: SATURDAY, JANUARY 3, 1953 


CCLXIV 





ORIGINAL ARTICLES 
Intracranial Hypotension 
FRANCIS PAGE, M.R.C.P...... 
Recognition of Primary Tubercu- 
lous Infection of Skin and 
Mucosz 
F. J. W. MILLER, M.R.C.P..... 
Augmented Respiration 
Ian DONALD, M.R.C.O.G. 
JOSEPHINE LORD, M.R.C.P.... 
The Ankle Blow-out Syndrome 
F. B. CocKeErt, F.R.C.s. 

D. E. EL@an JONES, F.R.C.S. 
Ligation of the Popliteal Vein for 
the Gravitational Syndrome 

H:-D. Moonm, ¥.R.0.8....... 
Melorheostosis 

R. A. TREVETHICK, M.B...... 
Necrotic Jejunitis with Perforation 

J. P. HERDMAN, F.R.C.S..... 
Suppurative Arthritis in the Aged 

R. D. BLacHFoRD, M.R.C.P... 


NEW INVENTIONS 
Diamond-tipped Ampoule Cutter 
R. 8S. YOuNG, PH.D. 
G. B. Dauncry 
NIN 6 ais Hoo Shire Ses Be as 


SPECIAL ARTICLES 
The 1952 Epidemic of Polio- 
myelitis in Copenhagen 
Prof. H. C. A. LassENn, M.D. 


REVIEWS OF BOOKS 
Prostatectomy: A Method 
its Management.............. 
Professional People 
A Marriage Manual 
Connective Tissues 


aud 


IN ENGLAND NOW 


A Running Commentary by 
Peripatetic Correspondents... . 


oO 


23 


26 


26 


41 


CONTENTS 


THE WHOLE OF THE LITERARY MATTER IN THE LANCET IS COPYRIGHT 





LEADING ARTICLES 


MorE Docrors or MoRE 
PRUE ORENEE bin cic cyisgs 6 ons 


ATELECTASIS NEONATORUM...... 


CARCINOGENIC AROMATIC AMINES 


ANNOTATIONS 

** Disabilities’? ..... 
A Challenge Met............... 
A Surgical Inquisition........... 
Alzheimer’s and Pick’s Disease. . . 
A New Kind of. Hospital for 
NINE hiat wie eiceas <0tc6h 38 
Influenzal Wood and Trees...... 
Cortisone in Pregnancy.......... 
IN sie bas o's 5 oon 40 wee tink 


LETTERS TO THE EDITOR 
Fatal Appendicitis (Mr. V. J. 
Downie, F.R.C.S.E.; Mr. McNeill 
roo tf GR 2 ces er 
Resection for Pulmonary Tubercu- 
losis (Mr. B. J. Bickford, F.R.c.s.) 
Splenomegaly in Scarlet Fever 
(Prof. R. 8. Illingworth, F.R.c.P.) 
Precision in Diagnosis (Dr. R. G. 
ee ee EEE EE Se 
Cough Mixtures (Prof. T. Gor- 
CUE Fao oR AS Ais as ot whale ce 
Research into Intestinal Polyposis 
(Dr. Cuthbert Dukes)......... 
College of General Practitioners. . 
Parotid Tumours (Mr. David 
Patey, F.R.0.s., Mr. B. H. Hand, 
PuB.C.B.) oc cccccscsevcvsssssecs 
Chemotherapy of Tuberculosis (Dr. 
Mare Daniels, Dr. Wallace Fox) 
Partial Thoracic Stomach in Child- 
hood (Prof. Wilfred Vining, 
OR SA ee ae rer 
Congenital Defects from Maternal 
Rubella (Dr. J. C. Shee)....... 
Vitamin B,, in Practice (Dr. D. L. 
Mollin, Dr. G. I. M. Ross)..... 
Terramycin (Dr. A. J. Watson). . 


29 
31 
32 


43 
44 
44 


44 


46 


46 
46 


Shortage of Junior Hospital Staff 
(Mr.G. Rigby-Jones, F.R.C.S.E.). . 
The Afferent-loop Distension Syn- 
drome (Dr. A. J. Glazebrook). . 
Pituitary Extract in Obstetrics 
(Prof. W.C. W. Nixon, F.B.C.0.G,, 
Dr: 3h. Oy Bene). 506s ccee us 
Butazolidine (Dr. W. A. Bourne) 
Suffering from Pernicious Anzemia 
(De. D. P. Lambert)... .<se0-- 


PARLIAMENT 
Economies in Hospital Staffing... 


PUBLIC HEALTH 


Deaths During the Fog.......... 
Saving Fuel in Hospitals........ 


OBITUARY 
Charlies Powers. <. 'ieestosss 
a a, ure one 
George Grant........eeseeeeees 


NOTES AND NEWS 
The World’s Children..... 
Geographical Pathology..... 
A Vigorous Centenarian......... 
Hospital Libraries..........---. 
Dangerous Drugs Act......-.--. 


of Cambridge........ 
RS eS ee 
University of Sheffield.......... 
University of Bristol..,......-.- 
University of Liverpool.......... 
University of Edinburgh........ 
University of Durham.........- 
University of St. Andrews....... 
University of Glasgow........-. 
Royal College of Surgeons of 

Edinburgh. .....ssccccescsses 
Fellowships in Clinical Research. . 
South African Research Fellowship 


University 
University 


Diary of the Week..........;--- 
Appointments. ........-++-++++: 
Births, Marriages, and Deaths.... 


52 
47 
48 











SECOND EDITION 


by 


496 pages 


176 illustrations 


OXFORD UNIVERSITY PRESS 


DISEASES OF THE HEART AND CIRCULATION 


A. A. FITZGERALD PEEL, D.M,, F.R.F.P.S(G.) 


‘Clear, concise and easy to read... recommended as a sound introduction to cardiology to senior 
students and would certainly be of considerable value to general practitioners.’ 


—POSTGRADUATE MEDICAL JOURNAL 


35s. net 














Tae Lancer] THE LANCET GENERAL ADVERTISER [Jan. 3, 1958 




















OXFORD 





PUBLICATIONS 


DISEASES OF THE NERVOUS SYSTEM 
by Sir RUSSELL BRAIN, D.M,, P.R.C.P. 


“This book has become one of the most widely used and justly popular textbooks of neurology. The 
fourth edition is worthy of its predecessors.’-—PosTGRADUATE MEDICAL JOURNAL. 


FOURTH EDITION 1034 pages 85 illustrations 42s. net 


TUBERCULOSIS OF BONE AND JOINT 
by the laeG. R. GIRDLESTONE 


and 
E.W.SOMERVILLE, M.B,, F.R.C.S(Ed.) 
‘This book has no strong competitor in Great Britain.—-PosTGRADUATE MEDICAL JOURNAL. 
SECOND EDITION 322 pages 260 illustrations 45s. net 


THE DIAGNOSIS AND TREATMENT OF 


INTRATHORACIC NEW GROWTHS 
by MAURICE DAVIDSON, D.M,, F.R.C.P. 
with a chapter on Radiotherapy 
by DaviID W. SMITHERS, M.D., M.R.C.P., D.M.R. 
and a chapter on Operative Treatment 
by OSWALD S. TUBBS, F.R.CS. 


‘It is a well-written review of current knowledge, and will be valuable not only to postgraduates studying 
for higher examinations but to many practitioners..—BritTIsH MEDICAL JOURNAL. 


268 pages 172 illustrations 42s. net 


THE CLINICAL APPLICATION OF ANTIBIOTICS: 


PENICILLIN 
by M. E. FLOREY, M.D. 


*It can be confidently recommended to all practising clinicians whatever their specialty. The author is 
to be congratulated on having maintained single-handed the high standard set by the authors of the previous 
two volumes of the series..—THE PRACTITIONER. 


744 pages 222 illustrations 98 tables 84s. net 


APPLIED PHYSIOLOGY 
by SAMSON WRIGHT, M.D., F.R.C.P. 
With the collaboration of 
M.MAIZELS,M.D.,F.R.C.P.,andJ.B.JzPpson, M.A., B.Sc., D.Phil., A.R.I.C. 


* What is virtually a new book will enjoy an even greater popularity..—-THE LANCET. 
NINTH EDITION 1206 pages 688 illustrations 4 coloured plates 50s. net 


OXFORD UNIVERSITY PRESS 


























THE LANCET] 


THE LANCET GENERAL ADVERTISER [JAN. 3, 1953 





== ==NEW BOOKS for the NEW YEAR 











MEDICINE: Essentials for Practitioners and Students 
By G. E. BEAUMONT, D.M., F.R.C.P., 


New (Sixth) Edition. 


Physician, The Middlesex Hospital. 
69 Illustrations. 37s. 6d. 





HISTOCHEMISTRY: Theoretical and Applied 


By A. G. EVERSON PEARSE, M.D., D.C.P. 


110 Illustrations. 


Lecturer in Histochemistry, Postgraduate Medical School of London 


About 55s. 


THE NORMAL CHILD: Some Problems of the First Three Years 
and Their Treatment 
By R. S. ILLINGWORTH, M.D., F.R.C.P. 


64 Illustrations. 


RECENT ADVANCES IN OBSTETRICS AND 
GYNACOLOGY 
By A. W. BOURNE, M.B., F.R.C.S., F.R.C.0.G., 
Consulting Gynzcologist, St. Mary’s Hospital, and 
LESLIE WILLIAMS, M.D., F.R.C.S., F.R.C.O.G., 
Gynecologist, St. Mary’s Hospital. New (Eighth) 
Edition. 92 Illustrations. 27s. 6d 


Ready next month. 


Professor of Child Health, University of Sheffield. 


About 30s. 


RECENT ADVANCES IN ANASTHESIA AND 
ANALGESIA 


By C. LANGTON HEWER, MB., M.R.C.P., 
F.F.A.R.C.S., Senior Anesthetist, St. Bartholomew’s 
Hospital, London. New (Seventh) Edition. 179 
Illustrations. 30s. 


RECENT ADVANCES IN PATHOLOGY 


Edited by GEOFFREY HADFIELD, M_.D., F.R.C.P. 


New (Sixth) Edition. 


Sir William Collins Professor of Pathology, Royal College of Surgeons of England. 
86 Illustrations. 


About 30s. 





TEXTBOOK OF GYNACOLOGY 
By WILFRED SHAW, M.A., M.D., F.R.CS., 
F.R.C.0.G. Sixth Edition. 4 Plates and 304 Text- 
figures. 27s. 6d. 
A SHORT TEXTBOOK OF MIDWIFERY 


By G. F. GIBBERD, M.B., M.S., F.R.C.S., F.R.C.0.G. 
Fifth Edition. 199 Illustrations. 25s. 


DIBLE AND DAVIE’S PATHOLOGY 
An Introduction to Medicine and Surgery 
Third Edition. By J. H. DIBLE, M.B., F.R.C.P. 
417 Illustrations (9 in Colour). 54s. 
MEDICAL BACTERIOLOGY 
Descriptive and Applied 
By Sir LIONEL WHITBY, C.V.O., M.A., M.D., 
F.R.C.P., D.P.H., and MARTIN HYNES, M.D. 
M.R.C.P. Fifth Edition. 92 Illustrations. 22s. 6d- 
PANTON AND MARRACK’S CLINICAL 
PATHOLOGY 
Sixth Edition. By H. B. MAY, M.D., M.R.C.P., and 
J. R. MARRACK, D.S.O., M.C., M.D. 16 Plates 
(10 in Colour) and 28 Text—figures. 30s. 


A TEXTBOOK OF SURGICAL PATHOLOGY 


By C. F. W. ILLINGWORTH, C.B.E., Ch.M., 
F.R.C.S.(Edin.), and B. M. DICK, M.B., F.R.C.S. 


(Edin.). Sixth Edition. 317 Illustrations. 45s. 


Also by Prof. C. F. W. ILLINGWORTH: 
A SHORT TEXTBOOK OF SURGERY 


Fifth Edition. 13 Plates and 233 Text-figures. 30s. 


THE ESSENTIALS OF MATERIA MEDICA, 
PHARMACOLOGY AND THERAPEUTICS 


By R. H. MICKS, M.D., F.R.C.P.I. Fifth Edition. 
21s. 
THE ESSENTIALS OF VIRUS DISEASES 


By PATRICK MEENAN, M.D., D.C.P. 7 Illustra- 
tions. 20s. 


CLINICAL ENDOCRINOLOGY 
By LAURENCE MARTIN, M.A., M.D., F.R.C.P., 
and MARTIN HYNES, M.D., M.R.C.P. 8 Plates 
and 22 Text-figures. 15s. 


DISEASES OF INFANCY AND CHILDHOOD 
By WILFRID SHELDON, M.D., F.R.C.P. Sixth 
Edition. 23 Plates and 182 Text-figures. 40s. 


INFANT FEEDING AND FEEDING 
DIFFICULTIES 


By P. R. EVANS, M.D., M.Sc., F.R.C.P., and 
RONALD MacKEITH, MA., D.M. 64 Illustra- 
tions, including 2 Coloured Plates. 12s. 6d. 


INTERNATIONAL HEALTH ORGANIZATIONS 
AND THEIR WORK 


By NEVILLE M. GOODMAN, M.D., F.R.C.P., 
D.P.H. 53 Illustrations. 35s. 


MALIGNANT DISEASE OF THE FEMALE 
GENITAL TRACT 


By STANLEY WAY, M.R.C.O.G. 38 Illustrations. 


All Prices ** Net’’ 





J. & A. CHURCHILL LTD. 104 GLOUCESTER PLACE LONDON W.I 





3 








Tue Lancet] THE LANCET GENERAL ADVERTISER [Jan. 3, 1953 


























RECENT & FORTHCOMING MEDICAL BOOKS 
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112 pages. 9s 6d net 666 pages. Illustrated. £5 net 
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12s 6d net : ‘ 
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Edited by C. WORSTER-DROUGHT, mp rrop THE CLASSIFICATION OF 
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Residential Speech Therapy. 


168 pages. 34 illustrati 15 2 By M. SEKULICH, mp 
oo merrenventy dua 360 pages. 150 illustrations. Approx. 42s net 
By NORMAN A. PUNT, Frcs (Edin.) ARRHYTHMIAS 
A book for the professional voice user. er Z se nate 
128 pages. Illustrated. 10s net “4 DAVID SCHERF, mp vacr, and A. SCHOTT, 
97 j ; 5 — 
FIBROCYSTIG DISEASE OF THE 197 illustrations. 500 pages. Approx. 84s net 


PANCREAS 
By MARTIN BODIAN, mp 
An important original monograph for pediatricians. 
360 pages. 133 illustrations. Approx. 63s net 


PR&GRESS IN VENEREOLOGY 
By R. R. WILLCOX, mp 


Contains over 1700 references. 
208 pages. 30 illustrations. 21s net 
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READY THIS MONTH. Pp. xvi + 1256. Super Royal 8vo. With 532 Illustrations in 328 Figures. 
Price £6 net 


THE MANAGEMENT OF ABDOMINAL OPERATIONS 
Edited by RODNEY MAINGOT, F.R.C.S. 


With the assistance of Thirty-two Contributors. 
Prospectus giving full details post free on request. 


Extract from Preface : 


“This book is intended to deal with the practical aspects of abdominal surgery. . .. 


It has been written especially for post-graduates, for senior resident medical and surgical officers, for Fellowship 
candidates requiring more precise instruction in the details of the care of patients suffering from destructive lesions 


of the abdominal viscera, and for the general surgeon, 
developments in this field.” 


and those who are desirous of keeping abreast with the 
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15s. net ; 
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Fifth Edition. With 161] Illustrations. 
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By HAMILTON BAILEY, F.R.C.S., and R. J. McNEILL LOVE, 
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Demy 8vo, 37s. 6d. net; postage 11d. 
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By various Authors. 


Edited by ALAN A. MONCRIEFF, M.D 


B.S., F.R.C.P., Nuffield Professor of Child 


Health, University of London, Physician to the Children’s Department, Middlesex Hospital. 
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By ERIC SAMUEL, M.D., F.R.C.S.(Eng.), With 320 Illustrations. 
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COMMON SKIN DISEASES 
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Coloured Plates and 215 Illustrations in the Text. 
net ; postage 11d. 


Ninth Edition. With 8 
Demy 8vo. 25s. 


FOOD HYGIENE 
By Wm. CLUNIE HARVEY, M.D., D.P.H., 
HARRY HILL, F.R.San.I., A.M.1.S.E., ‘* Ollett ”’ 
1932. Royal 8vo. 35s. net ; postage 11d. 


F.R.San.I., and 
Gold Medallist, 


SIGHT, LIGHT AND EFFICIENCY 
By H. C. WESTON, Director of Group for Research in Occupational 
Optics and Secretary of the Vision Committee, Medical Research 
Council, etc. With 132 Illustrations. Royal 8vo. 42s, net. 


WHAT TO DO IN CASES OF POISONING 
By WILLIAM MURRELL, M.D., F.R.C.P. Fifteenth Edition. 
Revised by H. G. BROADBRIDGE, M.B., B.S., M.R.C.S., L.R.C.P. 
Foolscap 8vo. 8s. net ; postage 4d. 


London: H. K. LEWIS & Co. 


Telegrams: “ Publicavit, Westcent, London” 





ROYAL NORTHERN OPERATIVE SURGERY 
By the Surgical Staff of the Royal Northern Hospital. 
Sir LANCELOT BARRINGTON-WARD, K.C.V.O., 
Second Edition, With 498 Illustrations (some Coloured). 
Royal 8vo. 90s, net. 


THE PRINCIPLES AND PRACTICE OF RECTAL 
SURGERY 
By W. B. GABRIEL, M.S.(Lond.), F.R.C.S.(Eng.). Fourth Edition. 
Thoroughly revised with Coloured Plates and other Illustrations 
(some in Colour). Royal 8vo. 45s. net. 


Edited by 
F.R.C.S, 
Super 


ESSENTIALS OF NEUROSURGERY 
By L. C. OLIVER, F.R.C.S. With 50 Illustrations. 
25s. net ; postage lld. 


Demy 8vo. 


IN NEUROPSYCHIATRY 
Frederick Lucien Golla by past 


PERSPECTIVES 

Essays pr d to Prof 

pupils and Associates. 
Edited by DEREK RICHTER, M.A., Ph.D., 
Illustrations. Demy 8vo. 15s. net ; postage 7d 





M.R.C.S. With 


TREATMENT BY MANIPULATION IN GENERAL AND 
CONSULTING PRACTICE 
By A. G. TIMBRELL FISHER, M.C., M.B., Ch.B., F.R.C.S.(Eng.), 


F.L.C.S. Atithor of “‘ Internal Derangements of the Knee-joint.”’ 
Fifth ‘Edition. With 126 Illustrations. Demy 8vo, 25s. net. ; 
postage 11d. 


Ltd., 136 Gower Street, W.C.I 


Telephone : EUSton 4282 (7 lines) 
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Two Important New Butterworth Books 





CANCER IN GENERAL PRACTICE 


By RONALD W. RAVEN, O.B.E. (Mil.), F.R.C.S., and P. E. THOMPSON HANCOCK, 
F.R.C.P. 


In this new work particular emphasis is laid on early diagnosis. It presents important aspects 
of the disease, showing the development of the lesion and its spread while providing a broad 
outline of modern practice in each part of the body together with a note on prognosis. 


Just Published Pp. x + 253 + Index 71 Illustrations 30s. net, by post 10d. extra 


MODERN TRENDS IN FORENSIC MEDICINE 


Edited by KEITH SIMPSON, M.D. (Path.) London 


In this important new book, edited by one of the outstanding authorities on Forensic Medicine, 
a distinguished team collaborate to survey each aspect of the last ten years’ advances and research 
in this rapidly developing subject. Each contributor is not only experienced in his own field, 
but is also practised in its application to the needs of the law. 


Now Ready Pp. x + 317 + Index 133 Illustrations 2 Colour Plates 60s. net 





BUTTERWORTHS * BELL YARD * TEMPLE BAR * LONDON, W.C.2 

















HENRY KIMPTON’S PUBLICATIONS 


New (4th) Edition Just Ready 


AN INTRODUCTION TO MEDICAL SCIENCE 
By WILLIAM BOYD, ™.D., Dipl.Psych., M.R.C.P. (Edin.), F.R.C.P. (Lond.) 
FOURTH EDITION, REVISED 
Royal Octavo 304 Pages 124 Illustrations and 3 Coloured Plates Cloth Price 34s. net (postage Is.) 





A DESCRIPTIVE ATLAS OF RADIOGRAPHS MAJOR SYMPTOMS IN CLINICAL MEDICINE 
An aid to Modern Clinical Methods By JOHN ALMEYDA, M.R.C.P., D.P.H., M.R.C.S. 


oy a. @. BERT WISTLE, NS. CaB.. PALS. | In two volumes Royal Octavo 704 Pages 322 Illustrations, including 
Seventh Edition, revised 


Crown Quarto 650 Pages, with 980 Illustrations Cloth Price 50s. net 16 in Color Cloth Price 50s. net 


OCULAR SIGNS IN SLIT-LAMP MICROSCOPY 
By JAMES HAMILTON DOGGART, M.A., M.D., F.R.C.S. (Eng.) 


Royal Octavo xiii + 112 Pages, with 93 Illustrations, 85 in Colour Cloth Price 21s. net (postage 8d.) 
CLINICAL HEMATOLOGY saphena HEMATOLOGY er ay 
By MAXWELL M. WINTROBE, M™.D., Ph.D. For the Medical Technologist 
Third Edition, thoroughly revised and enlarged By CHARLES E. SEIVERD, B.S., M.T. (ASCP) 
Royal Octavo 1048 Pages 220 Illustrations 17 Plates, 13 in Colour | Demy Octavo 180 Pages 45 illustrations and 7 Coloured Plates 
Cloth Price 90s. net Cloth Price 26s. net (postage 8d.) 
New (3rd) Edition SYNOPSIS OF PATHOLOGY Now Ready 


By W. A. D. ANDERSON, M.A., M.D., F.A.C.P. 
THIRD EDITION, REVISED 
Crown Octavo 788 Pages 334 Illustrations and 13 Coloured Plates Cloth Price 60s. net 





25 Bloomsbury Way HENRY KIMPTON London, W.C.1 
Medical Book Department of Hirschfeld Brothers Ltd. 
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IMM 


THE MEDICAL CLINICS 
OF NORTH AMERICA 


The Medical Clinics of North America are published every 
other month throughout the year, and present the NEW 
THINGS in Medicine while they ARE STILL NEW. 
Each number contains a Symposium of outstanding 





Mics Published by Saunders FA) 


STANDARD VALUES IN BLOOD 


Edited by ERRETT C. ALBRITTON, A.B., M.D., Pro- 
fessor of Physiology, George Washington University. 
199 pages. 22s. 6d. 


OPHTHALMIC PATHOLOGY 
An Atlas and Textbook 
Published under the joint sponsorship of the American 





clinical importance : 


SYMPOSIA FOR 1953 


Academy of Ophthalmology and Otolaryngology and the 
Armed Forces Institute of Pathology. 
489 pages, with CCLX plates. 90s. 


— i ac ge DISEASES DISEASES OF METADOLISM 

me US AND MENTAL DISEASES Edited by GARFIELD G. DUNCAN, M.D., Professor of 
May PROLONGED ILLNESS Medicine, Jefferson Medica! College. 
July BEDSIDE MANAGEMENT New (3rd) edition. 1179 pages, illustrated 75s. 


September SPECIFIC METHODS OF TREATMENT 


ELECTROCARDIOGRAPHY IN PRACTICE 
November CARDIOVASCULAR DISEASES 


By ASHTON GRAYBIEL, M.D., PAUL D. WHITE, M.D., 
LOUISE WHEELER, A.M., and CONGER WILLIAMS, 


M.D. 
New (3rd) edition. 50s. 


These CLINICS are not magazines or journals—they are 
books. Each number contains about 300 pages of up-to- 


date clinical data—no advertising. Span TS Sees 


PRACTICAL DERMATOLOGY 
By GEORGE M. LEWIS, M.D., Professor of Derma tology 
Cornell University. 
328 pages, with ¥9 figures. 37s. 6d. 


One year’s supply of 6 consecutive numbers £5 (cloth 
covers) or £4 5s. (paper covers). 


Please write for further particulars. 


(The prices quoted are special prices which apply only to United Kingdom and Eire.) 
W. B. SAUNDERS COMPANY LTD. 7, Grape Street, LONDON, W.C.2 











TREATMENT OF GASTRIC DISORDERS 


Recent Clinical Evidence 


Extracts from ‘ Medicine Illustrated,’ February, 1952, pp. 61 and 81 _ 
Results of Clinical Trials, Wilson Hospital, Mitcham 


‘ 


*. . . In our view, because of its actions both as an antacid and as a medicament for coating 
the gastric and duodenal mucosa, bismuth subcarbonate takes pride of place in the modern treatment 
of ulcerative conditions of the stomach and duodenum... .” 


‘*. . . Bismuth . . . is the most useful antacid—. Bismuth . . . causes the ulcer to be coated and 
allows the natural healing processes to continue unhampered by either chemical or mechanical factors.”’ 


Extract from Preliminary Report by a London Physician (Sept., 1952) 


** During the past 2 years bismuth carbonate has been prescribed for cases of peptic ulcer. The 
results have been remarkable, far better than those obtained with methods previously employed. 
The recurrence rate has been extremely low and as over 90% of cases have remained ambulant and 
at their employment, the overall cost of treatment has been small.” 


Free samples of Bismuth Carbonate are available to Hospitals 
and members of the Medical Profession for trial purposes 


Full details of above treatment and literature on Bismuth Therapy available from— 
BISMUTH RESEARCH DEPARTMENT 
MINING CHEMICAL PRODUCTS LTD 
376 STRAND, LONDON, W.C.2 
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There is only ONE 


XYLOCAINE 


THE NEW LOCAL ANAESTHETIC 


—Product of Original Research 


Now available in Packings and 
Preparations suitable for all 
Local Anaesthetic Techniques 


DUNCAN, FLOCKHART é CO.,LTD. 


SPECIALISTS IN ANAESTHETICS 
EDINBURGH LONDON 


*Regd. Trade Mark 








uot I fica 


To prescribe Effico Tonic is a wise first step 
in cases of fatigue, anorexia or in vague ‘run-down’ 
conditions. Effico does more than restore reserves of 
essential vitamins ; it also provides a balanced group 
of traditional stimulants to soothe the nerves and to 

correct digestive upsets. 
This invigorating tonic has a pleasant 
flavour which appeals to both children and adults. 
During convalescence or in cases where 
your patient is feeling listless and below par, 
remember to prescribe . . . 


COA” rome 


A PALATABLE NERVE AND DIGESTIVE TONIC 
%& Not advertised to the public. Retail Price 3/8 (inc. tax) per bottle of 8 fl. ozs. 


PREPARED BY FLETCHER, FLETCHER & CO. LTO., VIBRONA LABORATORIES, HOLLOWAY, LONDON, N.7. 
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Simplifying 
Seasonal Therapy... 
PAVACOL for Coughs and Coryza 


A palatable and effective cough syrup which combines the antispasmodic 
action of Papaverine on the bronchi with the sedative inhibitory activity of f 
Codeine, mild expectorants to assist bronchial secretion and demulcents 
Glycerine and Tolu to soothe and protect the mucous membranes of the 
throat. Papaverine and Codeine are also a most successful combination for relieving 
symptoms and lessening the duration of coryza. 
N.B.—Pavacol is not a ee pees. 
DOSAGE: Coughs: 1 -2 
Genes takes Oo and 2 tabi fi at bedti 
Packing + Bottles of 4, 16 and 80 0. on 


ADAPRIN for Chilblains 


Each tablet contains the therapeutic properties of 10 mgm. Acetomenaphthone 
(Vitamin K) with those of 50 mgm. Nicotinamide (Vitamin PP.) and not with 
Nicotinic Acid, thus avoiding the unpleasant symptoms of rapid vaso-dilatation often 
produced by the latter compound. 

These non-toxic tablets are effective both for prevention and treatment of chilblains, 





















and relief may be expected in a few days after treatment is commenced. Detailed literature and samples 


DOSAGE: Treatment: 1 - 2 tablets three times daily. pam 
Booveation » 2 téblete dally thvongheet the ccqven when <hfiiicias ase peovelent, T 


Packing: Containers of 25, 100 and 500 tablets. 


WARD, BLENKINSOP & CO. LTD. 


6, HENRIETTA PLACE, LONDON, W.1 + LANgham 3185 ~- Duochem, Wesdo, London. 








~ Makers of Ekammon for Safer Salicylate Therapy 








ULCER 
EMOTIONS; 


EMOTIONAL 
DISTURBANCE... 


A close association has been shown to exist between certain 
emotional disturbances and changes in gastric function. 
Increased acid secretion has been observed to follow 
emotional reactions of a combative nature and the 
importance of controlling gastric acidity in the 

management of peptic ulcer is widely recognised. 


‘Aludrox’ Amphoteric Gel, buffers gastric acid to a 
pH of 3.5 to 4.0, at the same time providing a protective 
gel barrier over the surface of the ulcer. Healing is 
thus able to proceed whilst the risk of alkalosis 

is avoided and normal digestion is unimpaired. 


‘ALUDROX’ 


John Wyeth & Brother Ltd., Clifton House, Euston Road, London, 






N.W.1 
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For Secondary Anaemias 


ORAL 
ORGANIC TRON 


Ferrous Gluéonate 





Organic iron therapy has been proved to be superior to 


the inorganic form. Ferrous Gluconate is well tolerated and 
: Literature 
absorbed and the desired Hb level is quickly reached without and samples 


producing any of the side effects of gastric intolerance ouatinble 


on request 


and nausea commonly experienced by many patients. from the 
. Y Medical 
FORMULA: Each teaspoonful contains Ferrous Gluconate—0.3 gm.; 
Department 


Aneurine Hydrochloride—I mgm.; Riboflavin—1 mgm. ; 
Nicotinamide—10 mgms. With trace elements of Copper and Manganese 


PACKS: Bottles of 4, 20, 40 and 80 fl. ozs. 


Ref: Haler David 
British Medical Journal, 
1952, 2, 1241 


ELIXIR 
CEREVON 





CALMIC LIMITED + CREWE HALL - CREWE ~- TEL. 3251-5 
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NOW AVAILABLE ! 


A single capsule providing adequate 


daily dosage of eleven vitamins.. 


WAN DERVITE 


BRAND 





EACH ‘WANDERVITE’ CAPSULE provides not merely supplementary quantities 


to counteract nutritional insufficiency, but the approximate adult daily requirement 
of each of its e/even constituent vitamins. 


FORMULA: (each Capsule) — 


Vitamin A................ 5,000 i.u. Vitamin B).......0......2.5 Mg. Nicotinamide.............. 15 mg. 
Lf ae 50 mg. Vitamin Bo.....sse.-+ 2.5 mg. d-Calcium 

VUE Loscssccsccsanes 1,000 i.u. VRAIN tecccsncecsss.. 1 mg. pantothenate............ 5 mg. 
Vitamin E.................... 5 mg: Vitamin By o.....0.--seseeee-0: lug. ONG ON oo sicicncncssscses: 0.1 mg. 


Because a diagnosis of deficiency of one vitamin or group often implies shortage 
of other vitamins, treatment of vitamin deficiencies requires a balanced supply of 
the important accessory factors whose presence is known or believed to be 
essential to normal health. ‘ Wandervite’ Capsules provide this. 


PACK : Tin of 30 Capsules 
(1 month's supply). 


ADVANTAGES — 
‘ = Economy of pack and price 

W AN D E R Vil T E Comprehensiveness of formula 
Convenience of shape and size 
Not publicly advertised. Adequate daily dosage in each capsule 
o) 












‘ 
The High Potency Polyvitamin Product manufactured under the control of OVALTINE RESEARCH LABORATORIES ee 
A. WANDER LIMITED, 42 Upper Grosvenor St., London W.1. Phone: GROsvenor 3931 (10 lines). HU | 
\C Vg 
M381 mes 
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PACKING AND SIZES: 


Sympatol liquid 10% 


Bottles of 20 ce. For the treatment 










Bottles of 100 cc. 


of collapse 
Sympatol ampoules (0,06 g) for injection 


For the treatment of 
Boxes of 6 ampoules 


Hospital Pack constitutional 





of 30 ampoules hypotension 


For the management 





of hypotensive conditions in infectious 


and chronic illnesses 


EEWIS 


LABORATORIES-LTD-LEEDS 
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For Irritating Coughs 





Sedulon is a palatable syrup, 
recommended for cough of 

nervous origin, such as smokers’ 

cough or the residual cough of 


pertussis, measles and influenza. 


for INFANTS - CHILDREN - ADULTS 


in bottles of 4 fl. oz. 
and 16 fl. oz. 


ROCHE PRODUCTS’ LIMITED Welwyn Garden City, Herts. 
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500,000 UNITS 


OR 
200,000 
UNITS 





IPLENUUILILIIN GG 


oral tablets 


‘Avion’ brand 


Wherever it is desirable to give penicillin orally, 
also specify ‘Avlon’ brand Penicillin G Oral 
Tablets. 


Available in two strengths: 200,000 and 500,000 
units, tubes of 10 and bottles of 100 tablets. 


IMPERIAL CHEMICAL (PHARMACEUTICALS) LIMITED 


A subsidiary company of Imperial Chemical Industries Ltd. WILMSLOW, MANCHESTER 


Ph.231 
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short-acting 








requires about | 


the dosage 





of many other barbiturates 


Consider the advantages: For example, the } gr. (50 mg.) dose of 
short-acting NEMBUTAL will quickly induce lethargy in the average patient, 
soon followed by refreshing sleep. 

A dose of as little as } to ? gr. (15mg. to 50mg.) is adequate to decrease anxiety 
and nervous tension and to allay the nervous irritability displayed by 
many patients. 

A dose of only 3 gr. (30 mg.), alone or in combination with other drugs, is 
often enough to control irritability and restlessness associated with 
inflammatory or infectious conditions. 


Note these other important advantages : 


e Short-acting NempuraL has a wide margin of safety. 

e It is rapidly and completely destroyed in the body. 

e There is usually no “ hangover” and Nemputav’s shorter duration 
of action minimizes the possibility of cumulative effect. ; 

e Small dosage means less drug to be inactivated and definite 
economy to the patient. 


Remember that with short-acting NEMBUTAL you can achieve any desired 
degree of cerebral depression—from mild sedation to deep hypnosis—with 
about one-half the dosage of many other barbiturates. Remember, too 
that the complete NempuraL line offers convenient, small-dosage 
product forms that simplify oral, rectal or intravenous administration. 
In equal oral doses no other 
barbiturate combines QUICKER, 
BRIEFER, MORE PROFOUND 
EFFECT than... 





KEGD. TRADE MAK 


PENTOBARBITONE SODIUM B.P. 


R Literature and physicians’ samples willingly sent on request to ABBOTT LABORATORIES LTD., PERIVALE, GREENFORD, MIDDX 
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Vv e e e 
eriloid (plain) 
Supplied in scored tablets of | mg. 
and 2 mg. Average dose: 9 to 
15 mg. divided into three doses at 

to 8 hourly intervals, preferably 
after meals. 


Veriloid-VP 


Scored tablets of Veriloid, 2 mg., 
with Phenobarbitone, 15 mg. Pro- 
vides mild sedation, and also enables 
effective hypotensive doses to be 
given to patients readily nauseated 
by Veriloid given alone. 


Veriloid Intramuscular 
& Intravenous Solutions 


Produce an immediate and pro- 
nounced reduction of blood- 
pressure and find valuable applica- 
tion in the treatment of acute 
episodes of hypertension, e.g. 
malignant hypertension, encephalo- 
pathy and eclampsia. 


A CENTRALLY-ACTING VASORELAXANT 
WITH A POTENT HYPOTENSIVE ACTION 


VERILOID* 


An outstanding feature of the hypotensive action of 
Veriloid is its central action, which effects vaso-relaxation 
by impulses transmitted to the arteriolar musculature. 
Ganglionic function is not disturbed, therefore there is 
no interference with the postural reflexes essential for 
normal activity. 

Veriloid, a unique preparation of the ester alkaloids of 
Veratrum viride, is specifically indicated in all grades of 
essential hypertension. Because it is biologically stan- 
dardized in dogs, its clinical effect is significant and 
dependable. If dosage is carefully adjusted, control of 


blood-pressure throughout the whole day is entirely possible. 


% Trade Mark of 
RIKER LABORATORIES LIMITED 
29 KIRKEWHITE ST., NOTTINGHAM 


A copy of the comprehensive brochure “‘Veriloid in the Management of the Hypertensive Patient’ 
will gladly be sent to Physicians requesting tt. 








COMBINES THESE 12 IMPORTANT FEATURES 


I 


Uniformly potent. Its constancy of pharmaco- 
logical action permits calculation of exact dosage 
in milligrams .. . 


A unique process of manufacture produces a 
tablet which dissolves slowly, assuring absorption 
and action over a considerable period... 


3 Moderates blood-pressure by vasorelaxant action 


independent of vagomotor effect .. . 


4. No ganglionic or adrenergic blocking . . . 
5 Lability of blood-pressure, so important in 
“ meeting the demands of an active life, is not 
interfered with; no danger of postural hypo- 
tension .. . 
NERA Bae SAN I eR. 
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6 Cardiac output is not reduced... 
7 No compromise of renal function . . . 
8 Cerebral blood flow is not decreased ... 
9 Tolerance or idiosyncrasy rarely develops ... 
10 Hence can be given over long periods with the 
aim of arresting or lessening progression of 


hypertension . . . 


ll Well tolerated in properly adjusted dosage ; 
does not occasion headache... 


] 2 Produces a prompt and sustained reduction ot 
blood-pressure in all forms of hypertension , . . 
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To master malaria... 


The satisfactory results already obtained with ‘Daraprim’ 
° in the suppression and treatment of malaria indicate that it 
is likely to play a prominent part in the eradication of malarial 
infection in endemic regions. Notable features are :— 


> High potency — each product contains only 
25 mgm. of drug. 


Small dosage for treatment of acute attacks — 
} to 4 products according to age. 


Small dosage for suppression—4 to | product 
according to age. 


Prolonged suppressive action—one weekly dose. 


Has been shown to prevent the development 
of gametocytes in the mosquito, and to be 
capable of interrupting the malarial cycle. 


Unpleasant or toxic side effects have not been 
reported. 


i a a a 


> Quite tasteless — ideal for children. 


Further details of this new compound, which is issued as 25 mgm. com- 
pressed products in packs of 6, 30 and 1000, will gladly be sent on 
application to 183-193, Euston Road, London, N.W.1. 


‘DARAPRIM? 


PYRIMETHAMINE 


ISSUED IN FRANCE AND THE FRENCH EMPIRE AS *MALOCIDE ‘smn PYRIMETHAMINE 






& BURROUGHS WELLCOME & CO, (The Wellcome Foundation Ltd.) LONDON 
Associated Houses : 


NEW YORK + MONTREAL + SYDNEY + CAPE TOWN + BOMBAY + BUENOS AIRES - CAIRO + DUBLIN 
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NO STRAIN 





The gentle reliability of 
Agarol’s laxative action gives 
it great value for the treat- 


ment of all forms of consti- 
pation. 





Where straining is 
particularly to be avoided — 
for patients with high blood pressure, tuberculosis or heart 
disease, in old age and in pregnancy — Agarol* can be relied 
on to re-establish the correct pattern of bowel function. 
smoothly and without strain. 

Another feature of treatment with Agarol deserves considera- 
tion —the economy of the preparation. When the unvarying 
high quality, uniformity and reliability of Agarol are remem- 
bered, it is an impressive fact that over a course of treatment 
Agarol is often more economical than the National Formulary 
equivalent. Agarol can therefore be prescribed with confidence 
as an effective and economical treatment for every form 
of constipation. 


PACKING. In bottles containing 6 and 14 fluid 
ozs.: also available in bottles of 14 fluid ozs. for 
dispensing only, free of purchase tax when 


prescribed either privately or on the N.H.S. 


Paraff. Lig. 31-75 %,Phenolphthal. !:32%, 
Agar-agar 0-21%, Excipients, etc., to 100. 





NO WARNER PREPARATION HAS EVER BEEN ADVERTISED TO THE PUBLIC 


William R WARNER and @. td Cower Road,London W 4, 
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IMPROVEMENT 





OF BLOOD SUPPLY 
is the basis of treatment in 


MUSCULAR RHEUMATISM 
Fibrositis, Lumbago 


RAPID AND PROLONGED 
INCREASE IN LOCAL BLOOD SUPPLY 


TRAFURIL CREAM 


The soothing warmth 


reduces pain and promotes healing 


Non-irritant - Non-greasy - Odourless 


Economical 
Tube of 20 g. Jar of 1 tb. 


SIBA 


*Trafuril is a registered trade mark Reg. user 


CIBA LABORATORIES LIMITED 
HORSHAM + SUSSEX 





Telephone : Horsham 1234 Telegrams : Cibalahs, Horsham 


3/2 
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THE WARNING ¥ WEDDING RING 


If an expectant mother complains that her with CASILAN. It is 90% protein (under 
wedding ring is becoming uncomfortably tight, 0.1% sodium), and blends with almost any 
there is good reason to suspect occult oedema food or drink. 


with its attendant danger of eclampsia. By 
restricting weight increase to 8-lb. during the 
20th to 3oth weeks of pregnancy, the risk of 
eclampsia can be eliminated. Nor is this diffi- 
cult. Non-fattening diets are easily prepared 





WHOLE PROTEIN (Jn 8-08, containers; and in 40-02. tins for Hosptial use.) 
\/ GLAXO LABORATORIES LTD., GREENFORD, MIDDLESEX BYRon 3434 





as & tA aL YOU'LL HEAR IT EVERYWHERE... 


\ . e . 
a \ ... there is no more positive answer 
ric to iron deficiency anaemias— 


NS whether due to infection, haemorrhage 







or nutritional deficiency—than 


> FERSOLATE tablets 


Trade Mark 
known as Fersolin in certain countries 
Each tablet contains 3 grains (200 mg.) exsiccated ferrous sulphate, 


1/25(2.5 mg.)copper sulphate, |/25 grain(2.5 mg.) manganesesulphate 


of 100 


Research Laborotories: Manufacturers of Medica! products and food Agents or associate panies in almost every country in the world, 


GLAXO LABORATORIES LIMITED, GREENFORD, MIDDLESEX, ENGLAND 
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are better 
than one 


EGR it 


— especially when the sulphonamides are three of the most potent in Relative potency 


, mae : of various 
common use — sulphathiazole, sulphadiazine and sulphamerazine. sulphonamides 


These drugs rarely cause such side-effects as nausea, hemolytic anemia, Sulphanilamide 
cyanosis or acidosis. The greatest handicap to their use separately ‘ecient “ARN greed 
however has been the danger of crystal deposition in the urinary tract. 
Combined together, as in ‘ Sulphatriad ’, the risk of crystalluria is greatly 
reduced, for the solubility of any one sulphonamide is independent of 


that of the others in solution whereas the bacteriostatic activities of the 
three are additive. 


*SULPHATRIAD’ 


‘ Sulphatriad ' is supplied as 0-5 Gm. tablets 
and as a suspension. 


Detailed literature 


‘Sulphatriad ' is the sulphonamide preparation of choice for greater available on request 


clinical safety plus the advantages of more rapid absorption, better tissue 


distribution and faster therapeutic effect. 
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INTRACRANIAL HYPOTENSION 


FRANCIS PAGE 
M.D. Lond., M.R.C.P. 


REGISTRAR, PROFESSORIAL MEDICAL UNIT, MIDDLESEX 
HOSPITAL, LONDON 


Magendie (1825) described vertigo and unsteadiness 
following removal of cerebrospinal fluid (c.s.F.), and 
attributed them to cerebral anemia due to pressure on 
basal blood-vessels by the brain no longer supported by 
its cushion of c.s.F. Until the early part of the present 
century the possible clinical importance of a low c.s.F. 
pressure passed unnoticed. It was then noted that many 
unconnected medical conditions might be associated 
with a low C.s.F. pressure, but no specific clinical picture 
was recognised. 

Leriche (1915) described the value of lumbar puncture 
in head injuries sustained in the war which broke out 
in 1914. Later (Leriche 1920) he described in detail the 
clinical picture of intracranial hypotension, discussed 
its possible causation, and showed the value of sub- 
cutaneous serum and intravenous distilled water in 
treatment. Still later (Leriche 1931) he described his 
further experience of this condition and stated that 
little interest had been aroused by his previous reports, 
although a few cases had been reported by his pupils. 
Since then many reports, mostly by French workers, 
have been published on the Continent, but little attention 
has been paid to intracranial hypotension in this country. 
This subject was discussed at a combined meeting of 
the neurological section of the Royal Society of Medicine 
and the Neurological Society of Paris in 1948 (Proceedings 
of the Royal Society of Medicine 1948). Thorsén (1947) 
extensively reviewed the published reports of intracranial 
hypotension following spinal anesthesia, and Chorobski 
(1950) discussed intracranial hypotension following 
cranial operations and suggested its pathogenesis. 

In the earlier reports of cases in which a low C.s.F. 
pressure was found the lack of accurate methods of 
measuring the pressure detracts from the value of the 
observations, and it is only since the more general use 
of manometry that the clinical significance of intra- 
cranial hypotension has been realised. Leriche’s early 
suspicions that headaches, vertigo, nausea, convulsions, 
and stupor sometimes progressing to coma and death 
could be associated equally with hypotension as with 
hypertension of the c.s.F. seemed to be supported by 
the case which he described with Emery (Leriche and 
Emery 1922) : 

* ““A young man sustained a basal fracture of the skull 
with escape of cerebrospinal fluid from the ear. When seen 
the patient was comatose and the loss of cerebrospinal fluid 
had ceased. Following an intravenous injection of 40 ml. 
of distilled water the patient rapidly became conscious and 
talked normally although stili complaining of headache and 
giddiness. At the same time cerebrospinal fluid again 
spurted from his ear and after a short interval he relapsed 
into semicoma, the flow of cerebrospinal fluid ceasing. The 
intravenous injection was twice repeated with similar results 
and following the third injection the flow of cerebrospinal 
fluid ceased completely and the patient made an uninterrupted 
recovery.” 

Leriche and Wertheimer (1921) described hypotension 
complicating other closed and compound head injuries, 
a case of jacksonian epilepsy, and one of generalised 
epilepsy, in which the intravenous injection of distilled 
water led either to recovery of consciousness or to 
cessation of fits. They summarised the causes of cerebral 
hypotension as : 


(1) Diagnostic or therapeutic lumbar 
especially, spinal anzsthesia. 
(2) Closed or compound head injuries with or without 


loss of c.s.F. from the ear. 
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(3) Cranial operations, 
(4) Unrelated medical or neurological disorders. 


ZTIOLOGY 


There can be little doubt that most cases of cerebral 
hypotension fall into Leriche’s first three groups, but 
his fourth group is composed ,of several apparently 
unrejated conditions. 


Fontan et al. (1946) describe the case of an infant with 
** serous’? meningitis, with raised cells and protein in the 
C.S.F., who lapsed into deep coma. Repeated lumbar puncture 
gave only a few drops of c.s.F, under no measurable pressure. 
Ventricular puncture showed a similar low C.s.¥F. pressure. 
Considerable improvement followed the intraventricular 
injection of 15 ml. of saline solution and the intravenous 
injection of saline solution and distilled water. A further 
lapse into coma associated with ventricular collapse was 
rapidly and completely cured by injecting 35 ml. of saline 
solution into the ventricles, with vigorous intravenous fiuid 
therapy. 

A case of acute meningococcal meningitis and one of acute 
encephalitis with coma were described by Thieffry et al. 
(1943). Both these cases showed evidence of cerebral 
hypotension and improved remarkably under appropriate 
treatment. 

Puech et ai. (1942b) reported a case showing mental 
depression, wasting, insomnia, and confusion followed by 
sudden coma. Cerebral hypotension was diagnosed, and 
trephine holes were made. The brain was found to have 
shrunk away from the dura, and ventricular pressure was 
low. Injection of serum and air into the ventricles produced 
a rapid recovery. The patient later relapsed into. coma, 
with identical physical findings and a similar response to 
treatment. This was repeated three more times, the last 
coma being fatal eighteen months after the onset of his 
illness. At necropsy no macroscopic pathological process 
was seen, but histologically the choroid plexus showed gross 
sclerosis of the capillaries with hyaline degeneration. The 
epithelium showed no evidence of secretory activity. A pos- 
sible pathological basis for the causation of spontaneous 
intracranial hypotension is suggested by this case. 

The association of low C.s.F. pressure in cases of chronic 
subdural hematoma is well known. The ventricles are some- 
times reinflated with air or with saline solution after evacua- 
tion of the blood-clot in this condition (Krebs et al. 1937). 

Two cases of intraventricular hemorrhage with hypotension 
cured by evacuation of the blood-clot and reinflation of the 
ventricles with air were described by Puech et al. (1935). 

Two cases of tntracerebral hemorrhage with hypotension 
have been seen and successfully treated by evacuation of 
blood-clot and rehydratica by Miss D. J. K. Beck (personal 
communication). 

The apparently anomalous association of cerebral edema 
and cerebral hypotension has been described by Puech et al. 
(1948), who also reported the case of a child developing 
diabetes insipidus, headaches, drowsiness, narcolepsy, and 
coma after an operation for a persistent urachus. The brain 
was sunken, gelatinous, and dehydrated, and the ventricular 
pressure was very low. Rapid cure followed reinflation of 
the ventricles. 

A cass of sunstroke in a child, with coma of several days’ 
duratici: in which clinical and manometric evidence of intra- 
cranial hypotension was present, was described by Sorel et al. 
(1951). Rapid relief followed the intraventricular injection 
of 20 ml. of physiological saline solution. After a few hours 
intracranial hypertension supervened; this was rapidly 
relieved by the withdrawal of a few millilitres of c.s.F. through 
the trephine holes. This lability of the c.s.¥. pressure has 
often been noted, and lends a note of caution about the 
introduction of fluid into the subarachnoid space. 

Various psychological syndromes associated with intracranial 
hypotension have been reported: depression (Puech et al. 
1942a); and maniacal and narcoleptic forms (Puech et al. 
1942c). Acute hypotension as a cause of irreversible coma 
during insulin shock therapy has also been noted (Delay et al. 
1948). Low c.s.F. pressures occur not infrequently in 
schizophrenia (S. Sherwood, personal communication). 


CLINICAL PICTURE 
The symptoms of cerebral hypotension are not specific 
and may equally be present in intracranial hypertension 
A 
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and other conditions. They do not seem to be directly 
related to the degree of hypotension. 

Headache is the chief symptom. Its occurrence after 
lumbar puncture is usually attributed to hypotension of 
the C.s.F. 


Jacobeus and Frumerie (1923) reported two cases, with 
severe headache following lumbar puncture, in which repeated 
puncture revealed a pressure of zero: both cases responded 
immediately to raising of the c.s.F. pressure with intrathecal 
saline solution 35 ml. and 90 ml. 

Alpers (1925) found headache after lumbar puncture in 
sixteen out of ninety-one patients in whom 15-25 ml. of 
0.8.F. had been removed. In all these cases the C.s.F. pressure 
fell notably after removal of c.s.r. Alpers suggested treat- 
ment with pituitary posterior-lobe extract for mild cases 
and intravenous hypotonic fluids in more severe cases, and 
recommended a small needle for the puncture and a period 
of recumbency after the puncture. 

Pickering (1948), discussing 11 cases of reaction to lumbar 
puncture, described headache and pain in the occiput, neck, 
shoulders, and back, with or without neck stiffness. The 
headache was worsened by sitting upright, by jugular pressure, 
and by shaking the head, and was lessened by lying down. 
In all the cases repeat lumbar puncture showed a low pressure. 

Kunkle et al. (1943) constantly induced headache by drain- 
age of about 20 mil. of c.s.r. with the patient in the erect 
position. The headache was reduced by tilting the patient 
towards the horizontal or by flexion or extension of the head, 
and was exacerbated by the erect position. ‘These postural 
changes were independent of estimated intravenous pressure. 
Drainage headache was reduced in intensity by intrathecal 
injections of physiological saline solution and restoration of 
the volume of c.s.F. These workers agreed with MacRobert 
(1918) that headache after lumbar puncture was due to a 
fall in c.s.F. pressure as a result of prolonged leakage through 
the hole in the dura, 

The character of the headache in other conditions 
associated with a low C.s.F. pressure is similar to that 
seen after lumbar puncture. It may be mild or severe, 
frontal or, more often, occipital, spreading down the 
neck and back to the shoulders, is accentuated by the 
erect position and movement of the head, is relieved by 
lying down, and may be associated with various degrees 
of neck stiffness and a positive Kernig’s sign. 

Vertigo often occurs with headache and is also worsened 
by changes of posture and movement of the head. With 
it may be seen various degrees of ataxia and disorders 
of equilibrium. 

Vomiting may occur, especially at the height of head- 
ache, and is often preceded by nausea, which may be 
present alone in milder cases. Evidence of general 
dehydration can be seen after prolonged vomiting. 

Symptoms of diabetes insipidus and narcolepsy are 
sometimes present. 

Generalised epileptiform convulsions and jacksonian 
epilepsy have been described and are relieved by raising 
the cC.S.F. pressure, Focal neurological signs—e.g., 
bemiplegia and aphasia—may occur. 

Disorders of consciousness, ranging from apathy to 
deep coma, are common and, if untreated, may proceed 
to death. 

Disturbance of autonomic centres, with fever and 
alteration in pulse-rate and blood-pressure, may also be 
noted. 

Psychological changes have been mentioned above. 


ILLUSTRATIVE CASE-RECORDS 

After Lwmbar Puncture 

Case 1.—A married woman, aged 27, was admitted to the 
neurological wards of this hospital, where early disseminated 
sclerosis and hysterical retention of urine were diagnosed. 
For the previous month, after an emotional shock, the patient 
had not passed urine normally and had been catheterised 
once daily in the casualty department of another hospital. 
During this time her fluid intake had been reduced to about 
&, pint daily. 
relations revealed a long-standing psychopathic background. 
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Lumbar puncture was done the day after admission, in the 
left lateral position. A pressure of 50 mm. H,O was recorded. 
After 7 ml. of c.s.F. had been removed, the pressure fell to 
zero. The foot of the bed was raised on blocks. Both before 
and after lumbar puncture the patient refused to take 
adequate fluids. Shortly after the puncture she complained 
to the nurses of giddiness and a “‘ sense of oppression ”’ in 
her head ; these diminished during the evening. Next morn 
ing she had no symptoms until her bed was taken down 
from blocks, when she again noticed giddiness and headache. 
At 1] a.m. she asked for a bedpan, on to which she was helped 
by a nurse. A few moments later she was found lying 
unconscious in the bed. 

On examination her respiration was slow and stertorous, 
pulse-rate 80, and blood-pressure 84/60 mm. Hg. She was 
deeply comatose and unresponsive to painful stimuli. She 
had pin-point unreacting pupils, normal optic fundi, and 
absent corneal reflexes. Her limbs were hypotonic, dee} 
retiexes absent, and plantar responses extensor. 

Diagnosis and treatment.—Acute cerebral hypotension was 
diagnosed, but in view of the gravity of her condition no 
attempt was made to confirm this diagnosis by further 
lumbar puncture. Her bed was placed on high blocks, and 
she was given three pints of intravenous physiological saline 
solution in an hour. She responded to this treatment by 
suddenly becoming more conscious and moving her limbs 
spontaneously. Her pupils became widely dilated, her 
corneal and deep reflexes returned, and her plantar responses 
became feebly flexor. 

Progress.—In the next few hours, during which the intra 
venous saline solution was injected slowly, her eondition 
showed remarkable variation from deep coma with pin-point 
pupils, absent corneal and deep reflexes, and bilateral extensor 
plantar responses, to violent semi-coma during which she 
flung herself about the bed and needed restraint and sedation , 
her pupils were widely dilated, her corneal and deep reflexe- 
were present, and her plantar responses were flexor. These 
changes occurred with great rapidity, and it was noticeable 
that each period of violence was followed by sudden collapse 
into deep coma. By 1] P.M. she was screaming and moaning 
hysterically, and she resisted actively any interference or 
attempted examination. No abnormality apart from an 
apparent inability of lateral conjugate deviation of the eyes 
was detected. Her blood-pressure was 130/80 mm. Hg, 
having slowly risen from its previous low level in the preceding 
twelve hours. Next morning she was fully conscious, com- 
plaining of no symptoms, but was difficult, noisy, uncoépera 
tive, and resistant to examination. Her eventual recovery 
was complete, and her further stay in the neurological ward 
was characterised only by a hysterical anzsthesia of her left 
leg and a very hysterical gait. She was discharged to the 
mental wards of the hospital for further treatment. 


Comments.—This dramatic, and fortunately rare, 
reaction to lumbar puncture was due, in all probability, 
to a sudden fall in ¢.s.F. pressure in a patient with a 
latent delivdration occasioned by a very deficient fluid 
intake in the month preceding lumbar puncture. This’ 
diagnosis is supported by the low initial c.s.F. pressure 
and its fall to zero after removal of a small amount of 
c.s.F. for diagnostic purposes. Although C.s.F. pressure 
readings were not repeated, owing to the gravity of her 
condition, it is a reasonable presumption (in view of 
her history and her recovery with rehydration) that her 
symptoms were due to sudden intracranial hypotension. 
The immediate cause of her collapse was undoubtedly 
the adoption of the erect position with its attendant 
lowering of intracranial pressure. Such an event must 
indeed be most unusual, but it is perhaps expedient that 
the possibility of collapse and even death may be knewn 
to occur in certain special circumstances following 
lumbar puncture. 


In Association with Subdural Hematoma 

Case 2.—A married woman, aged 55, sustained a very 
mild blow on the head while getting into a car on Aug. 22, 
1948. A week later she complained of sudden onset of vertical 
and occipital headache. She gradually became drowsy, and 
for eighteen hours was stuporose, She vomited twice during 
this time. Recovery from the incident was rapid, but com- 


plete amnesia remained for the period of stupor, and severe 
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vweadache persisted for a week. She then again became 
stuporose, and on admission was in semi-coma. 


On examination her temperature was 99-8°F, pulse-rate 70, 
espirations 26 a minute. She was incontinent of urine and 
‘esponded slowly to painful stimuli. Her right pupil was 
arger than her left and moderately dilated. Evidence of a 
eft hemiplegia was present, but both plantar responses were 
xxtensor. She had mild neck stiffness. 


Lumbar puncture showed clear c.s.F. under a pressure of 
30 mm. H,.O and containing protein 40 mg. per 100 ml., 
‘ed cells 17 per c.mm., and lymphocytes 15 per c.mm. 
\ subdural hematoma was diagnosed. 


T'reatment and progress.—On Aug. 5, 1948, bilateral explora- 
ory posterior parietal burr-holes were made. When the 
iura on the left side was opened, dark altered blood gushed 
yut, and the brain was found to be depressed 7 mm. below 
the surface of the dura. The blood was sucked out and 
saline solution run through until clear. About 30 ml. of 
»lood was removed. On the evening of the operation the 
patient became conscious, spoke rationally to relations, and 
‘omplained of headache. Sle was again drowsy next morning 
snd later stuporose. Her pupils were small but equal, and 
the signs of hemiplegia remained unchanged. Radiography 
of the skull showed considerable recession of the brain from 
the front of the skull in the face-up position. In view of 
he possible reaccumulation of fluid or of blood the patient 
was re-explored. No evidence of fresh subdural haemorrhage 
was found, but the brain had shrunk from the dura on both 
sides of the skull. The intraventricular pressures were not 
measured. Intracranial hypotension was diagnosed, the 
patient was nursed in the head-down position, she was given 
plenty of fluids, and an intravenous drip of physiological 
saline solution was set up. The patient gradually improved 
and within three days had returned to normal consciousness, 
ier hemiplegic signs disappearing by the seventh day. She 
vas discharged entirely normal at the end of a month. 

Comments.—The initial C.s.F. pressure in case 2 was 
low (30 mm. H,O), a finding which is well known to 
accompany chronic subdural haematoma. The patient’s 
partial recovery after operation is consistent with the 
removal of 30 ml. of subdural blood, and her relapse 
into semi-coma with evidence of cerebrai dehydration 
strongly suggests intracranial hypotension. Her recovery 
with rehydration confirms this impression. 





Spontaneous 


Case 3.—-A female clerk, aged 38, had had a duodenal ulcer 
jiagnosed in 1945. She had been treated medically until 
1947, when a vagotomy was done, since when she had had 
10 further dyspepsia. After vagotomy she had remained 
in hospital for three weeks and then been sent to a convalescent 
home. On the third day, while looking in a shop window, 
she had felt a sudden shooting pain through the front of her 
head. This was followed by unconsciousness lasting 1'/, hours. 
Che attack was described as “‘ unlike an ordinary faint,” 
vecause she bit her tongue and went stiff. She felt dazed 
ind muzzy in the head for three days. Some weeks later 
she began to experience muzzy heavy headaches, later 
increasing in severity and frequency until she was admitted 
o hospital in June, 1949, for investigation. In July, 1948, 
luring a twenty-mile bus ride she noticed a thumping muddled 
ieadache with dizziness. On leaving the bus she fainted ; 
she awoke in hospital, feeling weak and dazed, and with a 
trontal headache. She was discharged the same day. In 
May, 1949, after a worrying day she had had a similar head- 
ache and again lost consciousness while leaving a bus. She 
bit her tongue, foamed at the mouth, passed her urine, and 
went stiff. She was unconscious for two hours. Headache 
‘emained severe after this attack, and she lost consciousness 
wice two ‘days later. Hypoglycemic attacks had been 
entatively diagnosed before her first admission in June, 1949. 


Physical examination showed no abnormality. <A glucose- 
olerance test, an insulin-glucose-tolerance test, electrocardio- 
sraphy, electro-encephalography, lumbar puncture, radio- 
graphy of the skull, a blood-count, a Wassermann reaction 
»f the blood, and liver-function tests were normal, but the 
.S.F. was under a low normal pressure of 60 mm. H,O. 
Hypoglycemic attacks, induced with intravenous insulin, 
bore no resemblance to: her usual attacks. No certain 
liagnosis was made, and the patient was discharged. 
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Readmission.—Her symptoms gradually increased in 
severity, necessitating readmission in March, 1950. A more 
detailed history of her headaches revealed certain important 
characteristics. The headache was mainly frontal in distri 
bution but travelled to the occiput and back of the neck 
when severe. The severity varied from a mild muzzy heavy 
feeling to severe incapacitating pain with stiffness of her 
neck, photophobia, vertigo and nausea, but no vomiting. 
The pain was sometimes much exacerbated by coughing, 
sneezing, straining, jolting, turning the head quickly, and 
noise. The headache never occurred at night and usually 
started shortly after the patient got up in the morning. 
When the pain was severe, the patient felt the need to lie 
down, which act consistently relieved the pain within a few 
minutes. She noticed that aspirin hastened the relief of 
pain if she lay down, but alone, or combined with rest 
in the upright position in a chair, it had no effect. A recum- 
bent position therefore appeared necessary for relief. After 
a headache the patient felt weak, dazed, and shaky. In 
association with headache she was often giddy, with objects 
rotating in an anti-clockwise direction. ‘This symptom was 
also rapidly relieved by lving down. Apart from a mild but 
definite loss of concentration she had no other symptoms. 
She admitted to being slightly highly strung but did not 
relate her symptoms to periods of stress and anxiety, and 
she showed no apparent evidence of emotional instability. 

Physical examination was entirely negative, and in view of 
the characteristics of her headache a diagnosis of intracranial 
hypotension was considered. 

Lumbar puncture was done without difficulty. The c.s.F. 
pressure was 30 mm. H,0O, rising rapidly on jugular pressure 
to 120 mm. H,O and falling equally rapidly to its former 
pressure ; 7 ml. of C.s.F. was removed for examination, and 
after its removal the spontaneous flow of ¢.s.F. ceased. The 
C.S.F. was normal in constitution. 

Treatment and progress.—The foot of the patient’s bed was 
placed on blocks, but the same evening she developed headache, 
which was greatly increased next morning, when the blocks were 
removed. The headache was similar to her usual headache, 
was frontal and occipital in distribution, extending down the 
back of the neck, which felt stiff, to her shoulders. The 
bones of her neck were tender, and she had photophobia, 
vertigo, and increased headache on raising her shoulders 
from the bed. The headache was much increased by shaking 
her head, coughing, and, to a less extent, by jugular com 
pression. Her neck showed slight stiffness and was painful 
on movement. The foot of the bed was again raised, the 
patient was given as much fluids as she would take, and 
after four days her symptoms had entirely digappeared. This 
reaction was that of a typical moderately severe post-lumbar- 
puncture syndrome, but the resemblance between these 
symptoms and those for which she was admitted was striking. 
Two attempts were made to induce symptoms by lowering 
intracranial pressure with 50% intravenous sucrose (50 ml. 
and 75 ml.) but without success. The patient next induced 
an attack by spending the day among the noise and bustle 
of London traffic. She returned with moderately severe 
headache. Two hours later lumbar puncture produced 
c.S.F. under a pressure of 35 mm. H,O. Entirely without 
the patient’s knowledge 20 ml. of physiological saline solution 
was introduced into the spinal theca, raising the c.s.¥. pressure 
to 100 mm. H,O. After 12 ml. had been injected she said 
that the headache had completely disappeared. Eight hours 
later headache returned with considerable severity combined 
with nausea and giddiness. After the ingestion of 750 ml. 
of water and an intramuscular injection of 10 units of 
‘ Pitressin’ considerable improvement took place for three 
hours. After diuresis the headache returned. In view of 
the effect of oxygen in raising intracranial tension under 
certain conditions the patient was treated in an oxygen tent 
with a flow of 6 litres a minute for two hours, with almost 
complete relief of symptoms. She was discharged symptom- 
free a week later. When she resumed work her symptoms 
recurred, and fluids and saJt in large amounts, pitressin snuff, 
ephedrine, d-amphetamine sulphate, and sedatives have been 
used without effect. 

Comments —The unusual characteristics of this patient’s 
headaches first drew attention to the possibility of 
intracranial hypotension as a cause. The low C.s.F. 
pressure and the rapid relief obtained by raising this 
pressure are strong evidence that this presumption 
was correct. 
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After Torkildsen’s Operation for Hydrocephalus 

Case 4.—A schoolgirl, aged 15, had hydrocephalus. Pre- 
operative ventriculography revealed gross hydrocephalus, 
probably due to stenosis of the aqueduct, since the 
fourth ventricle and the aqueduct of Sylvius were not 
filled. Ventricular pressures of 20mm. H,O were recorded. 
Ventriculography was followed by Torkildsen’s operation, a 
ventriculo-cisternostomy. 

Postoperatively the patient’s condition remained excellent 
for the next two days. At lumbar puncture the C.s.F. 
pressures on these days were 210 mm. and 240 mm. H,O, 
and 20 ml. and 30 ml. of c.s.F. were withdrawn. On the 
third postoperative day the child’s condition began to 
deteriorate, and she complained of severe headache; the 
C.S.F. pressure had fallen to 60 mm. H,O. Next day she was 
worse, being drowsy and responding with difficulty to 
questions. Her headache remained severe ; she was incon- 
tinent of urine, and her pulse-rate had slowed to 60. Her 
pupils were large, eccentric, and sluggish in reaction; a 
divergent squint was present. A combined ventricular and 
lumbar puncture was done. The lumbar pressure remained 
at 60 mm. H,O, but no ventricular pressure was recordable. 
The child was now nearly comatose. An intravenous drip 
of physiological saline solution wag started, two pints being 
given rapidly, and then continuetl more slowly. For the 
first four hours after the drip began the patient remained 
comatose, with dilated unresponsive pupils, a divergent 
squint, flaccid extremities, a low blood-pressure, a rising 
irregular pulse-rate, slow irregular respiration, and _ slight 


cyanosis. After six hours voluntary movement to command 
began to return. Hypotonic saline solution and, later, 
distilled water were substituted for physiological saline 


solution. By twelve hours she was complaining of an “‘ awful 
headache ” and could answer simple questions and move her 
limbs voluntarily. After twenty-four hours she was fully 
conscious and had no headache or abnormal neurological 
signs apart from those that existed before operation. By 
this time she had been given eight and a half pints of intra- 
venous fluid. Her further convalescence was uneventful. 

Comments.—This girl’s condition on the fourth post- 
operative day was so serious that it was thought she 
would die. Within twenty-four hours she had returned 
almost to normal through vigorous rehydration, showing 
the remarkable and gratifying response to early treat- 
ment in intracranial hypotension. Since this complica- 
tion may occasionally follow the Torkildsen procedure 
it should be suspected whenever alterations of conscious- 
ness, pulse-rate, respirations, temperature, or blood- 
pressure appear, with or without evidence of meningeal 
irritation or focal neurological abnormality. 


PATHOGENESIS 


Various mechanisms may play a part in the production 
of intracranial hypotension ; these mechanisms resolve 
themselves largely into the following three main groups : 


(1) Excessive loss of C.S.F. may follow compound fractures 
of the skull, intracranial operations with leakage of c.s.F., 
and, occasionally, prolonged dural leakage after lumbar 
puncture or spinal anesthesia. 

(2) Insufficient production of C.S.F.—Under normal con- 
ditions c.s.F. is produced by the choid plexuses, circulates 
thronghout the subarachnoid space, and is absorbed into the 
arachnoid villi. Its formation within the choroid plexus 
depends on active secretion by these cells and not on simple 
filtration (Flexner 1934). This process may therefore be 
affected by alterations in the nervous control of, or blood-flow 
through, the plexus or by degenerative changes within the 
plexus. After head injuries spasm of cerebral blood-vessels 
may occur in man and be seen experimentally in animals. 
A sudden fall of blood-pressure, or peripheral vascular failure 
with consequent diminution of blood-flow through the choroid 
plexus, may lead to diminished formation of c.s.F. Dehydra- 
tion may have a similar effect. Severe toxemia may affect 
either the cerebral blood-flow or the secretory cells of the 
choroid plexus. Degenerative changes in the plexus may 
occasionally lead to a chronic and progressive diminution of 
production of c.s.F., as in the case described by Puech et al. 
(1942b). 

(3) Increase in size of subarachnoid sepace.—A relative 
insufficiency of c.s.F. can be the result of an increase in the 
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capacity of the subarachnoid space due to cortical atrophy 
such as follows head injuries and cerebrovascular accidents, 
or of the removal of the space-occupying lesions within the 
skull. The first mechanism may be present in chronic cases 
but is otherwise unlikely to be of importance. 


Cause and effect are clear in groups 1 and 3, but much 
remains to be learnt about the factors operating in 
group 2. It is tempting to incriminate disturbances of 
the hypothalamus as the cause of diminished production 
of c.s.F. and of certain symptoms of intracranial hypo- 
tension. Changes in consciousness seen in intracranial 
hypotension may resemble the “‘ arrested consciousness ”’ 
sometimes observed in hypothalamic lesions, and altera- 
tions in temperature control, blood-pressure, and pulse- 
rate may indicate dysfunction of vegetative centres. 
Chorobski (1950) believes that a centre may exist in the 
diencephalon for the production of C.s.F., which can be 
affected, through alterations in cerebral blood-flow, by 
(1) simple exposure of the brain to the atmosphere, 
(2) the effect of afferent nerve impulses from the operation 
site, and (3) tissue metabolites released from the area 
of trauma. It seems equally possible, however, that 
any disturbance of the hypothalamus which occurs may 
be the result, and not the cause, of the hypotension, 
both, perhaps, being produced by diminished cerebral 
blood-flow. Russell (1948) also considered the possibility 
of a hypothalamic disorder, but through its action on 
general body-water control. Ryder et al. (1952) have 
produced evidence, by estimation of cerebral blood-flow 
and C.s.F. pressure in man, that variations in cerebral 
blood-flow induce changes in C.S.F. pressure in the same 
direction. They have also shown that changes in cerebral 
blood-fiow and in the arterial and jugular venous 
pressures may be completely dissociated, and that, when 
C.S.F. pressure varies concomitantly with changes in 
systemic arterial pressure, it is because the cerebral 
blood-flow varies concomitantly with the changes in 
systemic arterial pressure. These findings strongly support 
the view that diminished cerebral blood-flow may be of 
the greatest importance in the causation of intracranial 
hypotension. 

TREATMENT 


Pressure within the subarachnoid space may be 
increased either by the introduction of fluid or of air 
directly into the space, by increasing the production of 
C.3.F., or by retaining fluid within the body. 

Lumbar-puncture reactions usually respond satisfac- 
torily to nursing with the foot of the bed raised and 
forced fluids. As suggested by Alpers (1925) pituitary 
posterior-lobe extracts may be used to inhibit diuresis. 
Possibly a large intake of fluids and sodium before lumbar 
puncture may lessen the likelihood of reactions. 

In acute cases of intracranial hypotension more drastic 
measures are indicated. Intravenous injection of 20-40 ml. 
of distilled water was successfully used by Leriche and 
should be tried first. Hypotonic solutions increase the 
production of c.s.F. (Weed and Hughson 1921), and the 
danger of hemolysis is minimal with this dosage. Intra- 
venous infusion of hypotonic or of physiological saline 
solution, or of plasma is also effective, but its action is 
slower. Pressure within the theca may be rapidly raised 
by the introduction of either physiological fluid or air 
into the subarachnoid space or into the ventricle. We 
have been able largely to abolish lumbar-puncture 
reactions after the removal of 30 ml. of c.s.F. in a few 
cases of disseminated sclerosis, in which reactions are 
common, by the immediate introduction of physiological 
saline solution. Only 20-25 ml. of physiological saline 
solution is needed to restore the original pressure, which 
fact suggests that a reactive increase in the production 
of c.s.F. has taken place. This method of treating 
intracranial hypotension is easy and satisfactory, but the 
strictest aseptic precautions must be taken. There is 


also the disadvantage that further c.s.F. may leak 
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through the hole in » the aura and cause the gradual 
return of symptoms. The use of air in reinflation of the 
ventricles (“‘ regonflage du cerveau ”’ or ‘‘ pneumothérapie 
cérébrale’’) is widely recommended by Delay and Sizaret 
(1947), partly because of its action of re-establishing 
intraventricular pressure and partly because of its 
“irritant’’ effect on the choroid plexus. Since some 
French workers insist that direct measurement of the 
intraventricular pressure is essential in the diagnosis of 
intracranial hypotension they recommend the introduc- 
tion of air into the ventricles through a needle passed 
through the trephine holes. The lumbar route may also 
be used. The value of reinflation of the ventricles with 
air has a diagnostic, in addition to a therapeutic, value 
because radiography of the skull after this procedure 
may reveal some unsuspected focal abnormality. 

For less acute cases other measures may be taken. 
Many drugs—e.g., adrenaline, ephedrine, d-amphetamine 
sulphate, and pilocarpine—are thought to increase C.s.F. 
pressure. None of these exerts much therapeutic effect. 
The inhalation of oxygen causes a large increase in 
c.S.F. pressure in patients with emphysema and cor 
pulmonale, due to carbon dioxide retention, and oxygen 
has also been used to relieve symptoms following air 
encephalography. Although there is no evidence that 
oxygen can cause an increased C.S.F. pressure in normal 
people, it was tried with success in case 3 and might 
prove a valuable therapeutic measure in other cases. 

In chronic idiopathic intracranial hypotension such 
measures are either impracticable or valueless, and for 
these cases certain radical surgical measures have been 
suggested—e.g., ligature of the inferior longitudinal sinus 
or of the internal jugular vein, and pericarotid svmpa- 
thectomy. Until we know more about intracranial 
hydrodynamics, these procedures can only be considered 
as experimental. Early diagnosis is essential, when 
appropriate therapy may be effective, because some cases 
progress to irreversible intracranial hypotension and 
death. 

SUMMARY 

The history, clinical picture. etiology, pathogenesis, 
and treatment of intracranial hypotension are discussed. 

Clinicians should be aware of the occurrence of intra- 
cranial hypotension as a complication in certain cases 
of head injury, infective or vascular intracranial condi- 
tions, and following lumbar puncture, spinal anesthesia, 
and cranial operations. 

Intracranial hypotension is diagnosed from a com- 
bination of certain non-specific symptoms and signs in 
association with a low C.s.F. pressure, and its significance 
must remain uncertain until we know more about 
intracranial hydrodynamics. 


I wish to thank Miss D. J. Kinloch Beck, Prof. A. Kekwick, 


and Dr. D. McAlpine for permission to publish these cases, 
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WueEN Ghon (1912) described the anatomical and 
pathological characteristics of the primary tuberculous 
infection in childhood he recognised that the primary 
focus with enlargement of regional lymph-nodes could 
be in the skin or on any mucosa as well as in the lungs 
or abdomen. From that time onwards a constant 
trickle of cases has been published of primary complexes 
situated in almost every part of the human body. Nearly 
always, however, these reports are of one or two cases, 
and the inference is drawn that primary infection in 
sites other than lung and abdomen is curious and 
interesting but uncommon. Indeed I have found only 
one published report of more than 6 cases: Stokes 
(1925) reported 10 from the Mayo Clinic. He made the 
point which is the object of the present paper : 

“A better acquaintance with the clinical characteristics of 
this lesion would result in the identification of more cases, 
especially by those who as surgeons, internists, pediatricians, 
and roentgenologists are required to deal with the superficial 
tuberculous adenopathies.”’ 

Because I believe that this statement is true, and that 
primary tuberculous infection of the skin and mucos@ 
is often unrecognised, I describe and illustrate here the 
characteristics of primary infection of the skin and of the 
mucos of the mouth and the conjunctiva in 28 patients. 


PRIMARY LESION OF TUBERCULOSIS 


The recognition of a primary infection of tuberculosis 
in a child, adolescent, or adult is possible because the 
body reacts to an initial infection with tubercle bacilli 
in a unique recognisable way. Wherever the site of 
infection may be, the reaction is the same ; some bacilli 
remain to form a small local lesion, while others pass 
rapidly along lymphatics to the nearest node, which 
enlarges and, from about two to four weeks later. caseates. 
As caseation occurs, the body becomes sensitive to 
tuberculo-protein. This altered sensitivity has a pro- 
found influence on the body’s reaction to any subsequent 
infection ; for, if that takes place, there is a local reaction 
of variable severity, but the regional lymph-nodes do not 
caseate. This type of lesion was previously seen on the 
skin as the ‘ butchers’ wart’? or on mucosa as the 
shallow painful tuberculous ulcer of lip or mouth in 
persons with phthisis. But wherever the combination of 
a tuberculous lesion with caseous tuberculosis of the 
regional lymphatic glands can be demonstrated, we have 
strong presumptive evidence that the patient is under- 
going his primary infection. If we have also observed 
tuberculin conversion, the presumption becomes cer- 
tainty. It is apparent, however, that this will be 
uncommon under ordinary conditions of clinical study, 
and all but 2 of my — were tuberculin-positive 
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when first seen. Simultaneous infection at different 
sites (e.g., lung and skin) or further infection before 
sensitivity has developed will produce the same reaction 
of the primary complex—a focus and regional adenitis 
at each site of infection. 


GENERAL FEATURES OF CASES 


My study of this condition began early in 1947, when 
I saw 2 children : 

(1) An infant, aged six months, was brought for routine 
examination to the Contact Clinic in Newcastle. Her mother 
was dying of phthisis, and the child had a primary complex 
in the lung, but since the age of six weeks she had also had an 
indolent ulcer on her chin and a submental swelling which at 
first had been hard but had softened and was discharging 
The ulcer, set in the skin without surrounding inflammation, 
was small and circular, with two nodules of ‘‘ apple jelly ”’ 
material in its rather elevated edge. We could not obtain 
permission for biopsy, but both the skin lesion and the regional 
gland, after a further abscess in the neck, healed slowly, with 
subsequent calcification at the sites of the gland abscesses. 

(2) I saw the second child shortly afterwards, when she 
was four months old. Her father had phthisis, but she was 
well and was tuberculin-negative. Two months later she 
was seen by a colleague in a child-welfare centre. She was 
still well but had developed a small hard papule on the face 
and a firm swollen gland at the angle of the jaw, and her 
tuberculin reaction was positive. In this child we watched the 
slow evolution of the lesion without biopsy which would 
have destroyed its appearance. Fig. 1 shows the second 
child six months after the lesion was first seen; fig. 2 the 
development of satellite nodules (see below) ; and fig. 3 shows 
the lesion after natural healing was complete twelve months 
later. 


With interest stimulated I undertook a wider search 
and more systematic investigation, and in the five 
years to February, 1952, with the help of friends in the 
children’s, surgical, ophthalmological, and dental depart- 
ments of the Royal Victoria Infirmary, I have been able 
to record, photograph, and study 28 examples of primary 
infection of the skin, mouth, or eye. This number 
excludes 9 other cases of which I possess notes and in 
some instances photographs, but which I have not been 
able to see often enough to make a sufficiently detailed 
and prolonged study. 

With 1 exception, a farm labourer aged nineteen, 
the patients were all children aged less than twelve years. 


SYNOPSIS OF DATA OF 28 CASES OF 
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In 20 cases the primary infection was situated on th: 
skin, in 5 on the conjunctiva, and in the remaining 3 i 
the mouth. All the children with infections of skin or o/ 
mouth lived in the industrial areas along Tyneside o 
in North-eastern England, whereas 3 of the 5 childrer 
with infection in the eye lived in the country areas, 2 
of them on farms. The ages and salient facts of the case: 
are given in the accompanying table, which shows that 
in 22 of the 28 cases we 
were able to prove the tuber- 
culous nature of the primary 
focus. The 6 exceptions 
include the child who had 
been examined when tuber- 
culin-negative and we did 
not wish to disturb the evolu- 
tion of the lesion; a child 
with the primary lesion on 
the sole of the _ foot, 
where biopsy was considered 
inadvisable because a pain- 
ful scar might remain, 
though tubercle bacilli were 
recovered from the inguinal 
glands; and 4 others where 
we could not obtain a biopsy 
for other reasons. In 2 of 
these 6 patients additional 
information supporting the 
diagnosis of tuberculosis has 
been the observation of a 
change in the tuberculin 
reaction; in 2 others the appearance of erythema nodosum 
at the expected time; and the calcification in the regional 
glands which has appeared in every case. These factors 
together with the clinical course of the illness, leave no 
reasonable doubt that all the cases included in this 
series are examples of primary tuberculous infection. 





Fig. 4—Anatomical distribution of 
19 primary tuberculous lesions 
of skin. 


FRIMARY LESIONS IN SKIN 
There were 20 such cases. In 3 the children were 
aged less than one year when the lesion first appeared : 
2 were in the second year; 8 were between two and 
five years old, and the. eldest of the remaining 7 was 
nearly eleven years old. All but 1 of the lesions were 
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: ’ . . ‘ Primary focus | 
aa = Contact Trauma histology nisi Histology First symptom 
es | ° or bac- 
| | cation teriology 
1 | 3%/\. | Shin Mother No Swelling in groin 
2 24/58 Cheek None Yes Spot on face, and swelling in front of ear 
3 { Knee Mother No Acute inguinal adenitis 
4 7 Heel None Yes Inguinal adenitis, and lack of healing 
5 ?/a | Knee None | No Inguinal swelling 
6 8 Foot None Severe injury Lack of healing after accident 
7 1'°/,3 Arm Father No | Axillary adenitis 
8 8 | Toe None Yes | Swelling in groin 
9 w | Knee Mother No | Red area on knee 
10 2°/15 | Calf Uncle No 7 | Acute inguinal adenitis 
ll 3*/1s Knee Father Yes | Seab did not heal 
12 10°/,. | Chin None Yes | | Swelling under chin 
13 1° /is Anus | Father Yes | | Swelling in groin 
14 ®/s | Chin | Mother No | Lesion on chin, submental abscess 
15 od PP Cheek Father | No _ Spot on face, tonsillar gland swelling 
6 i Bh. Forehead Aunt Yes -- Wound did not heal 
17 | 4°12 | Forehead Aunt No + Scab on forehead, and abscess in fron 
j | of ear 
18 | 6°: Head None Severe injury | Postauricular abscess 
19 4 Calf None No Tubercle bacilli | Ill on admission after measles 
isolated 
3/15 Foot None Yes Septic foot and acute adenitis 
| 9 Kye None ? Sore eye 
| 11°/ss Eye | None No : | : Swelling of tonsillar gland 
10° is Kye None ? Tubercle bacilli : | + | Chronic conjunctivitis 
isolated 
24 19 None ? : + | Irritability of eye 
25 a A Kye Aunt No Tubercle bacilli } Small swelling in front of ear 
isolated 
26 7'°/.¢ | Mouth None No . Uleer in mouth 
27 8*/is Mouth None Yes Submaxillary swelling 
28 2 Mouth None Yes 
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found on skin surfaces exposed to injury and to contamina- 
tion from outside dust and dirt. This distribution about 
the face and the legs below the knee can be seen in 
fig. 4: 7 lesions were on the face and head; 11 on the 
knee, lower leg, and foot ; 1 on the forearm, and 1 at the 
anus. In one child (case 6, not illustrated in fig. 4), the 
whole of the foot was involved in the primary infection. 
In 11 of the 20 children there was known contact 
with an infective adult, either a member of the family 
or a frequent visitor. In 10 cases there was a history 
of trauma, including 2 major injuries from road accidents. 
Yet only in 3 cases were both injury and contact combined 
and only 2 were without either ; nor was there evidence 
of trauma in one area and contact in another, an equal 
division of each between face and leg being seen. 

Thus the presence of either contact or trauma is 
important, but it is unusual to get a history of both, and 
1 do not know if slight injury is always necessary before 
a” primary infection can be established. Yet it might be 
reasonable to think that, where there is a frequent 
contact with an infective adult, the chance of infection 
of a minute skin lesion is fairly high, whereas with larger 
cuts or injuries the possibility of dust infection, pre- 
sumably with small numbers of tubercle bacilli, increases. 


PRESENTING SYMPTOMS 

Only 1 child presented with a systemic illness, pyrexia 
following measles, later becoming miliary tuberculosis. 
In all the 19 others the mother found a local lesion when 
her child was otherwise well: in 6 it was a spot or a scab 
in the skin or a small wound or abrasion which did not 
heal; in 13 a swelling of a lymph-node in the groin, 
in front of the ear, or in the neck first gave rise to com- 
plaint and raised suspicion of tuberculosis. This lymph- 
node swelling in 10 cases was slow and painless, but 
in 3 the reaction was much more acute, 1 presenting 
with high pyrexia, great pain, and tenderness, and the 
other 2 with moderate tenderness, sufficient nevertheless 
to simulate a “‘ septic ’’ infection. 

I do not yet know whether the acute type of reaction 
with rapid softening indicates the presence of a simul- 
taneous infection with tubercle bacilli and pyococcal 
organisms, but the circumstances of infection are such 
that this is at least possible; it might also, however, 
indicate a severe reaction to tuberculous infection only. 
This point remains to be studied later. 

Attention may therefore be directed to the primary 
infection in three ways : 

(1) Reference may be made to a papule, a scab, or a small 
wound which does not heal. 

(2) A painless glandular swelling may be found in the groin, 
axilla, neck, or in front of the ear. 

(3) Occasionally the presenting symptom is @ more acute 
type of glandular reaction, simulating an acute pyococcal 
infection. 


CHARACTERISTICS OF PRIMARY FOCUS IN SKIN 


The 20 cases comprised lesions in all stages of develop- 
ment: the earliest had been present only three weeks 
when first seen (and was not photographed for some time 
later), and others at least eighteen months when first 
seen. The natural course of healing was often interrupted, 
sometimes by surgical intervention for biopsy ; others 
were healed by streptomycin therapy. I have not, 
therefore, found it possible to describe the evolution and 
healing of a ‘‘ typical’’ lesion, and indeed, if it had been 
easily possible to do so, the appearance would have been 
well known long ago. The first characteristic is therefore 
variability ; and, since the most significant factors in 


determining the shape and size of the primary focus 
are undoubtedly the presence and the type of visible 
injury into which the bacilli have been introduced, the 
natural division, for purposes of description, is into those 
cases with or without a history of trauma. 
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Fig. 5—Primary tuberculous lesion of skin of left foot, with painiess 
enlarged lymph-node in left groin, in a boy, aged 7 years, eight weeks 
after he had cut his foot. 


Primary Infection of Skin Following Injury 

Of the 20 skin cases 10 had a history of injury, varying 
from a scratch by a puppy to a serious read accident. 
The wound at first seemed to heal but unexpectedly 
broke down about the end of the first week. The two 
road accidents were both major injuries: in the first, 
a compound dislocation of the ankle did not heal. 
the whole foot became a large tuberculous lesion, and 
a tuberculous abscess appeared in the groin; in the 
second, the boy was admitted to hospital with multiple 
injuries, including a large scalp wound. His tuberculin 
skin reaction was negative on admission, and he made 
a good recovery except for a ragged granulating area 
behind the right ear and a postauricular gland abscess 
from which tubercle bacilli were recovered. These two 
infections may have been from one of several sources : 
from tubercle bacilli in the road dust, by contact infection 
on the way to hospital, or within the hospital wards. 
All but 1 of the remaining lesions were in smaller cuts 
or abrasions and presented as small ulcers or scabs 
which had refused to heal for several weeks yet had 
remained without pain or surrounding inflammation 
and with slight, if any, discharge. The one exception 
was a boy who cut his foot on-a piece of glass 
and within a few days had a painful lesion on the sole 
of the foot, with rapid swelling and extreme tenderness 
of the regional glands. Probably there were coincident 
tuberculous and pyococeal infections. 

I shall give the history of 1 other child in rather more 
detail : 

In July, 1949, a healthy lively boy, aged seven years, was 
paddling in a pool in a public park, when he cut the inner side 
of his left heel on a piece of glass, making &@ wound about | in. 
long. When he came home, his mother dressed it, and for the 
first week healing seemed satisfactory ;. by the end of the 
second week, however, it had broken down, ‘forming -an 
indolent painless ulcer. A month later, while bathing him, his 
mother found a painless swelling in his left groin. Within 
another fortnight this had become red, and he was then 
referred to hospital, where an abscess was incised. Like the 
wound on the foot, the incision did not heal, and another 
small incision was necessary. On this occasion tubercle bacilli 
were found in the pus, and I was asked to see the child. 
Biopsy of the lesion on the foot showed tuberculous granula- 
tion tissue, and the appearance of the primary complex at the 
time of the diagnosis, eight weeks after the onset, is shown 
in figs. 5 and 6. 

When a wound is infected with tubercle bacilli, the 
appearance of the primary lesion is determined by the 
size and shape of the original injury. The clue to diagnosis 
is to suspect any wound which has broken down after 
initial healing and is accompanied by a painless 
enlargement of regional lymph-nodes. 

Primary Lesions without History of Injury 

Turning for comparison to the 10 other primary skin 
infections, without a history of trauma but mostly with 
a history of contact, we find the lesions are much less 
conspicuous and have not the same ulcerous appearance. 
Rather do they give the impression that, after the bacilli 
have gained entry, most of the activity takes place below 
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the surface of the epi- 
dermis. The distribu- 
tion is still on exposed 
areas, the face and the 
leg below the knee. 
Most of the lesions are 
'/,-1 in. in diameter, 
roughly circular or 
ovoid, with a de- 
pressed centre and a 
raised edge, and are 
set in the skin just 
below the epidermis. 
Over the surface, 
especially in the centre 
of the focus, there are 
usually adherent. sil- 
very epidermal scales, 
while on close inspec- 
tion of the edge or on 
pressure with a glass 
slide small ‘“apple- 
jelly ’’ nodules, similar 
to those seen in lupus vulgaris, can be observed. The 
whole lesion looks innocent and indolent ; it often passes 
unseen or is described as a ‘‘ healed or healing septic 
sput ’’ (figs. 7 and 8). Only closer inspection and histo- 
logical examination reveal its true nature. In 1 case the 
primary focus did merit its first description of impetigo 
and indeed one wondered if an impetiginous area had 
not become infected with tubercle bacilli. 





Fig. 10—CEdema of right eyelid and 
swollen preauricular gland in youth 
aged 19. 


, 


A boy, aged seven years, was seen in a children’s sanatorium 
with a large fluctuating swelling in the right iliac fossa and 
the scar of a recently healed tuberculous sinus below the 
‘ right inguinal ligament. 
Further search revealed 
a circular lesion with a 
depressed centre and a 
raised edge in the skin 
over the patella (fig. 9). 
So far as 1 could dis- 
cover, this had never 
ulcerated, and no com- 
plaint had ever been 
made about it. Histo- 
logically it was tubercu- 
lous, and eventually the 
large abscess in the right 
iliac fossa was opened, 
and caseous material 
obtained. 

Several cases pre- 
sented a phenomenon 
which may be peculiar 
to primary tuberculous 
lesions. This was the 
development of scat- 
tered small nodules in 
the skin in a zoneabout 
the main lesion. In 1 such case there was a history 
of trauma, and the nodules disappeared as the lesion 
healed under streptomycin therapy. In another case 
the primary focus healed naturally, leaving a serpiginous 
sear and small clear-cut craters (fig. 3) where the nodules 
(fig. 2) had been. In neither of these cases was a nodule 
removed for biopsy, but in a 38rd case, where the toe had 
previously been amputated, careful search at the base 
of the operation sear revealed a similar small lesion, 
which was removed and found to consist of tuberculous 
tissue. The presumption is, therefore, that these nodules 
are tiny tuberculous foci, but we do not know how they 
arise; they might be examples of direct implantation 
from an explosive cough with bacilli-laden sputum, or 
they might result from lymphatic spread from the 
primary focus, but, if so, I would have expected them 
to be seen more often. 





Fig. 12—CEdema of eyelid on same side 
as swollen preauricular gland in boy 
aged 9 months. 
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The examples described and illustrated here are enough 
to demonstrate the wide variety of forms of the primary 
infection. Tuberculosis should certainly be suspected 
whenever a wound does not heal but does not show 
much inflammation. The primary lesion without history 
of injury is more deeply set in the skin and often incon- 
spicuous. In 19 of 20 cases the primary lesion was 
painless ; in the other secondary infection with pyo- 
coceal organisms was likely. Indeed, whenever a tuber- 
culous lymphadenitis is seen in groin, axilla, or neck, 
careful search should be made in the area drained by 
the gland, and any small nodules or ulcers should be 
closely examined. 


PRIMARY LESIONS IN EYE 

Lesions on the conjunctiva were seen in 5 cases in the 
same period: in 3 children aged between nine and 
twelve years, in 1 aged eight months, and in a youth 
aged nineteen. Only the baby had a definite story of 


contact ; 3 had a history of irritation of the eye, said to 






Fig. 13—Shallow ulcer under eyelid in same case as in fig. 12. 


be due to a fly, exposure to artificial fertilisers, and 
dust and chaff at threshing-time; but there was no 
definite story of trauma. Whereas all the 20 children with 
skin lesions lived in towns, 3 of these 5 lived in the 
country, 20n farms. Unfortunately I do not know if the 
organisms were human or bovine types of tubercle bacilli. 

Three complained first of irritation in the eyes, and all 
3 had enlargement of the preauricular gland; in the 
small infant the mother discovered a preauricular gland 
accidentally while washing the child; the remaining 
child attended outpatients with erythema nodosum and 


Fig. 14—Swollen right submandibular gland in boy with ulcer on gum 
(see fig. 15). 
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Fig. 15—Circular tuberculous ulcer of gum of right upper jaw in same 
case as in fig. 14. 


a swollen tonsillar gland. Only in 1 case was the primary 
lesion easily visible as a mass of granulation tissue on 
the scleral conjunctiva towards the medial canthus ; 
the 4 other lesions were all under the upper lid, but each 
could have been suspected by the presence of odema 
of the eyelid on the same side as the glandular swelling 
(figs. 10 and 12). When the lids were turned up, the 
change revealed was uniformly greater than expected, 
either a fungating mass of granulations (fig. 11) or, as 
in the infant, a shallow ulcer with a yellow base and much 
surrounding cedema (fig. 13). 

Painless preauricular lymphadenitis should always raise 
the suspicion of tuberculosis. If there is any complaint 
about the eyes, or if there is swelling of an eyelid, eversion, 
if necessary under anesthesia, should disclose the primary 
focus. Even in the routine examination of children with 
cervical adenitis a quick look at the eyelids may be 
profitable, 


A child, aged nine months, was born healthy, the only 
infant of artisan parents. At the end of April, 1950, while 
his mother was washing his face she found a small lump in 
front of his right ear. She consulted various doctors and was 
seen in the children’s department. The swelling was larger, 
and cedema of the right upper eyelid was apparent (fig. 12). 
Eversion of the lid under anesthesia revealed a shallow ulcer 
(fig. 13), which histological examination showed to be tuber- 
culous. The tuberculin skin reaction was positive, and later, 
when the preauricular adenitis became an abscess, tubercle 
bacilli were recovered. The child had been in regular contact 
with a phthisical aunt, who died a few months afterwards. 


PRIMARY TUBERCULOSIS OF MOUTH 


Up to now, excluding lesions in or on the tonsils, 
I have seen only 3 cases with proved tuberculous lesions 
in the mouth and regional tuberculous lymphadenitis : 

(1) A girl, aged two years, developed a painless ulcer in her 
mouth and a submental adenitis after her mother had found 
her sucking several small sharp stones from the roadway. 
There was no known source of infection. 

(2) A child, aged eight years, had a ragged painless ulcer 
»ver her upper incisors and a small, similarly painless, enlarge- 
ment of her facial and submental lymphatic glands. 

(3) A boy, previously healthy, came to hospital in April, 
1949, with three weeks’ history of a firm painless swelling 
of his right submandibular gland (fig. 14). Examination of his 
mouth revealed a circular ulcer on the gum of his right upper 
jaw (fig. 15). This ulcer was about ?/, in. in diameter, with 
‘aised and rather irregular edges and a red granulating base. 
The boy knew the ulcer was present but had not complained 
f it. He had had it for three weeks, and it had appeared four- 
teen days after two teeth had been extracted. Biopsy revealed 
uberculous granulation tissue, and tubercle bacilli were later 
‘ecovered from the gland. There was no known contact. 

These 3 lesions were all conspicuous, and the regional 
zlands were in no way distinguishable from many other 
-ases in which no lesion was found in the mouth. The 
‘hances of infection iu the mouth must be great, and it 
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seems strange that we do not see tuberculous lesions in 
the mouth more often. Perhaps it is because we have not 
yet learnt to recognise them. In these 3 cases there was 
no history of contact; 2 he’ trauma to the mucosa; 
and all 3 had the combin: f a painless mouth lesion 
with a regional tuberculous lymphadenitis. 





CONCLUSION 
This paper is concerned only with the recognition and 
simple description of the primary lesion of tuberculosis 
developing in visible sites on skin and mucose. In 
five years I have seen more than 30 cases, and here I have 
given details of 28. This form of infection must be more 
common than we have hitherto appreciated, and it must 
often go unrecognised. Yet it is important because 
collection and study of such cases should help our under- 
standing of the pathogenesis and natural history of 
tuberculous lymphadenitis and might make a firm 
foundation for a study of the treatment of that condition. 
To the clinical scientist it is material for study which 
comes near to the conditions which are necessary for 

experimental work. 
SUMMARY 


28 cases of primary tuberculous infection are des- 
cribed: 20 of skin, 5 of eye, and 3 of mouth. 

A history of trauma was present in 10 cases of skin 
infection and 2 in the mouth. 

In 11 cases of skin infection, there was a history of 
contact ; in only 3 cases was there a history of both 
trauma and contact. 

The appearances of the primary focus on the skin are 
determined largely by the presence: or absence of trauma. 

The lesion in the eye is usually under an wdematous 
upper lid. 

The regional glands in all the cases have softened to 
form abscesses. 

Although I have seen all these cases in the course of everyday 
clinical work, a consistent study has only been made possible 
by the help I have received from many friends in the padiatric, 
surgical, ophthalmological, dental, and pathological depart- 
ments of the Royal Victoria Infirmary, and from the Director 
and staff of the department of medical photography in King’s 
College, Newcastle upon Tyne. 
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ATELECTASIS, or failure in expansion of the lung, 
is often found in premature babies and commonly 


accompanies cerebral damage, aspiration of foreign 
matter, hyaline membrane, and congenital defects 


such as diaphragmatic hernia, cesophago-tracheal fistula, 
and pulmonary hypoplasia. In some of these conditions 
—and especially in prematurity—removal of the handicap 
f atelectasis would improve the chances of survival. 
Every year in England and Wales about 14,000 
children die in the first month of life, and of these about 
2300 are certified as dying of asphyxia and atelectasis. 
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Cruickshank (1930) analysed the 
necropsy findings in 800 deaths 
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in the first month and found that 
540 of the deaths were due to 
asphyxia resulting from atelec- 
tasis, cerebral hemorrhage, or 
prematurity. Among the babies 
dying during the first day of life, 
premature birth was four times 
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as common as full-term delivery. 
Claireaux (1952), in a similar 
analysis of 100 cases in a con- 
secutive series at Queen Char- 
lotte’s Hospital, found that 70 


























of the babies were premature, 
and 34 (48%) of these died from 
atelectasis and 18 (26%) from 
intracranial hemorrhage. 

The standard treatment of 
atelectasis is largely a matter of 
laisser-faire and relies on good 
nursing, airway clearance, and a 
supply of oxygen. Particularly 




















if premature, a baby with gross 
atelectasis may be too weak to 
avail itself of the oxygen, and 
fruitless inspiratory efforts ex- 











haust it, so that within a few 
hours the struggle ends in peri- 
pheral circulatory failure. 

The servo respirator here described was evolved as 
a means of actively assisting ling expansion and rapid 
oxygenation ; and, although the success of any such 
treatment may be reflected in the survival-rate of 
asphyxiated babies, its efficacy can only be assessed 
by an objective study of the rate and degree of pulmonary 
expansion so obtained. A simple method of clinical 


spirometry has therefore been devised to assess respira- 
tory efficiency of babies with atelectasis before and after 
treatment and to compare it with that of healthy infants. 


Trip Spirometer 


The apparatus at present in use (fig. 1) consists of a 
Krogh spirometer of known capacity in which expired 
air is collected via a simple non-return flap valve, so 
that the individual breaths are represented on a kymo- 
graph by a series of steps of different sizes arranged like a 
staircase. The steepness of the staircase slope varies 
with the child’s respiratory activity. As soon as the 
spirometer float is filled, an electrical trip mechanism 
comes into .play, and, by means of a simple system of 
relays, a solenoid lifts the balancing weight off the counter 
arm of the spirometer and simultaneously releases the 
accumulated expired air by opening a spring-loaded 
valve. The float chamber immediately drops to the 
empty position, whereupon another relay circuit is 
closed. This not only interrupts the solenoid circuit, 
thereby allowing the spring-loaded valve to close and the 
balancing weight to resume contact with the counter arm, 
but also interrupts itself, so that no current is used 
except in the process of emptying. The spirometer 
then fills again with the next series of breaths, and the 
process is repeated. A time-marker is used and a 
number (N) of complexes are thus traced over a known 
number of seconds (8), each complex representing the 
same known spirometer capacity (C). The minute 
volume is easily calculated by the following formula : 

Nx cC 


Minute volume x 60. 


The size of each step gives an indication of the amount 
of tidal air (fig. 2). 

A more rough-and-ready method is to measure the 
angle of slope of each complex with a protractor and then 
to refer to a table. 


Fig. |—Trip spirometer. 


The expired air is collected by using a rubber oxygen 
mask of U.S. Army pattern upside down so that the 
base fits over the forehead, including the eyes, and the 
chin fits into the apex, which would normally rest over 
the bridge of the nose in an adult. This mask fits well 
and can be used on any size of baby. 

When the child is in the servo respirator, the trip 
spirometer is simply connected to the head or face 
chamber. Until six months ago recording was by a vari- 
able-leak method (Paton 1949), but this was found to be 
inadequate in dealing with the intermittent and periodic 
breathing of premature infants, and calibrating errors 
were too great. 

Plethysmographic methods, such as that of Cross 
(1949), probably give more accurate results but involve 
disturbing an ill baby. The above-described method 
is sufficiently accurate for diagnostic purposes. 

Certain defects in the apparatus are admitted : 


(1) Inaccuracies occur at both ends of the scale: very 
minute breaths are under-registered owing to inertia, and very 
large breaths are exaggerated owing to overswing. 

(2) The concentration of carbon dioxide in the dead space 
of the mask tends to rise and may artificially stimulate respira- 
tion. This is not a serious objection, because the periods of 
recording are necessarily short in the case of sick children, 
and we are more concerned with maximum than minimum 
respiratory capacity. 

(3) The figures for quiet respiration have to be tabulated 
separately from those of crying respiration because the two 
are not comparable. 

(4) Any leak in the fit of the mask over the face causes 
under-registration. 


The advantages of this method, however, 
outweigh the drawbacks in clinical practice : 


easily 


(1) The degree of atelectasis can be assessed without 
removing the child from its incubator or disturbing it t 
any extent. 

(2) A record is obtainable within a few minutes, and tl 
apparatus is very simple to use. We have tested six babies 
in about three-quarters of an hour ; and this included proper 
cleaning of the mask between cases. 

(3) The apparatus can be constructed cheaply for only a 
few pounds if home-made. One of us (I. D.) built one in 
less than eighteen hours. 
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We have taken recordings from healthy infdnts 
f all sizes and at different ages to find out what normal 
igures to expect. Our figures are higher than those of 
‘ross and Oppé (1952), but this is because, in clinical 
work, it has not been practicable (even if desirable) to 
ichieve absolute rest on the part of the baby for five 
minutes before recording. Babies with atelectasis or 
cerebral irritation are incapable of resting. 


Expansion of the Lung 


Lung expansion in the normal infant has been studied 
both by spirometry and by radiography. 

Edith Potter (1952) believes that, normally, all 
alveolar ducts and alveoli are expanded within the 
first few minutes of extra-uterine existence, and Morrison 
(1952) states that lung aeration is more or less complete 
shortly after birth, although areas of non-aeration 
may persist for many days, particularly in premature 
babies. 

Clement Smith (1951), on the other hand, claims that 
some degree of primary atelectasis may persist for more 
than a week after birth in quite normal babies. 

Most radiographs of the chest during the neonatal 
period are taken during expiration. The newborn 
infant has a small volume of residual air; so differing 
opinions have been published about the rate of expansion 
of normal lungs. Our own radiographs taken within 
thirty minutes of birth in normal cases show full aeration 
(fig. 3), but spirometry gives readings which are 
directly proportional to the birth weight and increase 
considerably during the first twenty-four hours of life. 
This increase in the case of the healthy infant usually 
levels off within forty-eight hours. 

Iung Expansion in Abnormal Infants.—The above- 
mentioned standards have to be modified in the light 
of prematurity, anoxic depression, atelectasis, and 
cerebral irritation, or the subsequent development of 


pulmonary disease; in fact, readings may run parallel 
with the progress of the case and may fall progressively. 





CAPACITY OF SPIROMETER 150 c.cm. 
MINUTE VOLUME 818 ccm. 
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CAPACITY OF SPIROMETER 150c.cm. 
MINUTE VOLUME 1963 c.cm. 
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Fig. 2—Specimen tracings from normal baby (birth weight 6 Ib. 12 oz.) 
at ages of (a) 12 minutes and (b) 25 hours. 
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Pathology and Rationale of Treatment of Neonatal 
Asphyxia 
The small premature baby has a relatively ixadequate 
surface area in the lung available for respiratory exchange, 
and the blood-supply to the air sacs is small. The 
infant has weak respiratory muscles with which to over- 
come the cohesion of the moist walls of the air-passages. 
If those parts of the lung which are sufficiently mature 
are not expanded promptly, the baby is liable to suffer 

irreversible damage from asphyxia. 

Asphyxia, in mature as well as premature babies, 
is most commonly due to intra-uterine anoxia. Firstly, 
the stimulus of anoxia may cause premature respiratory 
efforts, with the inhalation of liquor amnii and debris. 
This is absorbed or eliminated by the healthy infant, 
but it may be lethal to the baby already damaged by 
intra-uterine anoxia. 

The most important effect of this anoxia is congestion 
of the fetal veins and capillaries, accompanied by 
hemorrhages and edema. In the brain the resulting 
circulatory embarrassment makes the respiratory centre 
unresponsive. In the lung the congestion and hemor- 
rhagic oedema of the parenchymal tissue impair expan- 
sion. In fact full expansion may be long delayed or 
may never take place. The pulmonary air sacs, too, 
contain excess fluid, which so limits aeration that their 
capillaries continue to be filled with -venous -blood. 
This alters the permeability of the capillary walls and 
causes increasing pulmonary cdema of local origin. 
This fluid cannot be absorbed by a failing circulation. 
In addition, some asphyxiated babies have generalised 
edema at birth. If there is a widespread but com- 
pensated excess of extravascular fluid, the absorption 
of fluids from the lungs will be delayed. Also, elimination 
of these fluids via the air-passages is slow when the baby 
suffers from shock and poor muscle tone. In such a 
baby partial absorption or elimination of fluid may be 
followed by further atelectasis (resorption non-aeration). 

An initial atelectasis may thus cause death within 
the first few hours, or the baby may remain in a damaged 
and precarious state for several days. 

Atelectasis is both the effect and the cause of anoxic 
damage to the foetus. Expansion of the lung will promote 
oxygenation, aid the elimination of pulmonary fluid, 
and improve the circulation. Most Of the severely 
asphyxiated full-term babies soon achieve an adequate 
lung expansion after pharyngeal aspiration and the 
prompt administration of endotracheal oxygen. Some 
small premature infants, nursed in a warm oxygen tent 
and given postural drainage and gastric oxygen, likewise 
do well. In others regular respiratory efforts are achieved, 
but the signs of atelectasis persist. These babies are 
considered to be in urgent need of oxygenation, and an 
attempt is being made to break the vicious circle of 
anoxia, oedema, and atelectasis by gentle and gradually 
assisted lung expansion with the servo respirator. 


SECONDARY ATELECTASIS 

Though primary atelectasis is common, true secondary 
atelectasis, in which collapse of the lung follows adequate 
expansion, seems to be rare. It may be secondary to 
traumatic cerebral damage or to certain congenital 
defects, but usually these conditions are associated 
with an initial non-aeration. In certain conditions 
inspired debris or infected material, which at first moves 
freely in the air-passages, may become plastered round 
the bronchioles and proximal air sacs, causing pulmonary 
collapse, possibly with the formation of a hyaline 
membrane, or even causing pneumonia. 

The necropsy finding of “‘ atelectasis ’’ in a child who 
showed previous evidence of adequate pulmonary expan- 
sion is of doubtful significance. Potter (1952) claims that 
secondary atelectasis is found at necropsy in almost all 
infants who die in the first few weeks of life; but in the 
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Fig. 7—Twin DI. Hyaline membrane in alveolar duct. 


absence of hyaline membrane it is not the primary cause 
of death. The hewborn lung is highly elastic and contains 
little residual air. A large share of this is absorbed 
during the agonal period. 

We are studying, by radiography and spirometry, 
the evolution of *‘ secondary ”’ atelectasis. It is possible 
that, if the child can be kept oxygenated by aided respira- 
tion, the condition may be self-limited or reversible. 

It is interesting to note the development of atelectasis 
in five of our cases which came to necropsy. Initial 
respiratory difficulty had originally been present at birth 
in all of them. 


Triplet L3 achievea w minute volume of 1100 ml. after 
treatment with the servo respirator but died some hours 
later. The lungs were solid, and hyaline membrane was 
present. 


Baby Su breathed promptly if inadequately at birth 
but died after 8 hours, with total non-aeration of the lungs 
and again hyaline membrane. 


Baby Je showed at necropsy no evidence of ever having 
breathed though it was grunting on admission, lived for 
5 hours, and was observed breathing, and though radio- 
graphy at the age of 4 hours showed some aeration of 
the right base (fig. 4). This is a point of some forensic 
importance. Air (4 ml.) was present in the stomach and 
probably supplied the greater part of what little oxygen 
the baby received. 


Baby D1 had minute volumes (after respirator treatment) 
of 1150 ml. and 1050 ml. 2 hours and 11/, hours respectively 
before death, yet at necropsy only the anterior aspect of 
the right upper lobe was aerated (figs. 5 and 6). All the 
remainder of the lung tissue was solid. Hyaline membrane 
was present (fig. 7). 





CAPACITY OF SPIROMETER 
MINUTE VOLUME 1892 c.cm. 


140 ccm. 
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SECONDS 
Fig. 8—Baby Aa; aged 22 hours. Spirometer tracing. 
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Baby Ri showed, radiologically, full expansion at 9 hour 
and just before and immediately after the moment of death 
yet at necropsy the picture was that of partial atelectasi 
chiefly affecting the lower lobe of each lung,| many of the 
alveoli and alveolar ducts being filled with tornified cell: 
and acidophil fluid owing to excessive aspirajion of liquor 
amnii. There was no hyaline membrane. Death was due 
to subdural and subarachnoid hemorrhage as the result of 
asphyxia. The child weighed 2 lb. 12 oz., and was admitted 
at the age of 1 hour. Clinically there was no evidence ot 
air entry ; rib recession was pronounced. Minute volumes of 
348 ml. and 360 ml. were recorded at 5 hours and 12 hours, 
which were considered reasonably adequate in relation to 
birth weight, and because of this, as well as the satisfactory 
radiographs, the respirator was not switched on. Death 
which took place at 29 hours, was correctly attributed to 
intracranial hemorrhage. 


Spirometry as a Diagnostic Aid 
Spirometry helps to clarify the clinical diagnosis 
at least in the direction of excluding atelectasis. 


Baby Aa weighing 7 |b. 13 oz., was delivered after a rapid 
second stage with foetal distress. Its condition for the next 
2 days was unsatisfactory, and atelectasis was diagnosed. 
Spirometry at 22 hours, however (crying), recorded 1892 ml. 
minute volume (fig. 8), and the diagnosis was disputed ; 
treatment with the servo respirator was therefore withheld. 
Next day chest radiography showed pneumonic consolidation 
of the right middle lobe with lung fields otherwise clea 
(fig. 9). The child recovered. 
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Fig. |11—Baby, aged 23 minutes ; birth weight | Ib. 15 oz. Spirometer 
reading with artificial respiration not adjusted to natural respiratory 
rhythm (variable leak method). 


DRUM DIRECTION 


The spirometer is even more useful in assessing the 
degree and progress of established atelectasis. We have 
had two sets of twins and one set of triplets in which, 
by spirometry, we were able to select the most severely 
affected with atelectasis for treatment in the respirator. 


Triplets L were delivered in the 33rd week. The first 
born, L1, weighed 3 Ib. 3/, oz., and at 11/, hours the minute 
volume was 450 ml., which was regarded as satisfactory, and 
the respirator was not used. L1 progressed well on its own and, 
during a phase of crying, at 8 hours achieved a recording of 
1021 ml., a figure which was not again reached during the 
next 4 days. This suggests that the baby achieved full 
expansion in the first 8 hours. The other two triplets are 
described in more detail below. 


Baby RcR was interesting. It was delivered naturally at 
2 weeks’ gestation and weighed 3 lb. 7 oz. Its condition 
initially was good. At 45 minutes, when it was breathing 
quietly, its minute volume was 235 ml., and it was decided to 
observe progress before putting it in the respirator. At 1] 
hours the minute volume had increased to 304 ml., and at 
35 hours it was 701 ml. On the 3rd day, however, the baby’s 
condition deteriorated, and the minute volume was found at 
56 hours to have fallen to 397 ml. Apneic attacks developed, 
and cerebral irritation was diagnosed. Radiography a few 


hours earlier revealed a spontaneous pneumothorax on the 
The respirator had not been used. 


right side (fig. 10). 
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MINUTE VOLUME 222 c.cm. 
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RESP.RATE 36 
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TIDAL VOLUME 6°8 c.cm. 
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DRUM DIRECTION — 


Fig. 12—Baby, aged 2 hours, born at 29'/, weeks. Spirometer reading 
with artificial respiration adjusted to natural respiratory rhythm 
(variable leak method). 


Servo Patient-cycled Respirator 


This apparatus has no place in the treatment of 
asphyxia at birth due to fetal shock. It has been 
designed to deal with cases in which the signs of atelectasis 
persist or develop subsequently. The large majority 
of infants in this category are premature. 

Considerable experience was gained originally with 
a Drinker type of apparatus in which speeds of operation 
and pressure could be varied within wide limits by means 
of a crank of variable throw driving a large-capacity 
bellows. Results obtained, however, were never con- 
vincing, even when the child survived. One of three 
things usually happened : 

(1) The baby fought the rhythm of the machine with its 
own variable rhythm if strong enough to do so, with the 
result that, at best, no good was done. 

(2) The baby promptly went into apnca—we call this 
‘* protest apnoea ’’—after which some large breaths might or 
might not be forced on it. 


(3) Alkalotic tetany was liable to develop as a result of 


hyperventilation ; it was therefore considered unsafe to leave 
the apparatus switched on for more than three consecutive 
minutes at a time. 

It was not until the taking of recordings was insti- 
tuted that the limitations of the Drinker principle 
became apparent in treating the newborn. At that 
time, the trip spirometry method had not been 
developed, and the variable-leak method was in use. 
This served at least to reveal what was wrong. 

Figs. 11 and 12 show the striking difference in effici- 
ency achieved when it was possible to adjust the 
respirator so that it was exactly in step with the 
baby’s natural rhythm. 

It became obvious that what was needed was a 
machine which would amplify spontaneous respira- 
tory efforts however irregular. This has been achieved 
with a photo-electric pick-up mechanism whereby, by 
means of a light mirror attached to the flap of the 
inspiratory valve, the very start of each inspiration 
(the first 0-1 or 0-2 ml.) causes a light beam to be 
deflected from a photo-electric cell. The resulting 
electrical impulse is then amplified to trigger the 
machine into action. The baby therefore controls 
the machine with its own feeble respiratory efforts, 
the danger of alkalosis is removed, and the machine 
can safely be run for hours on end. This principle of 
respiratory amplification seems to be physiologically 
sound. 

Cranks, bellows, and pistons have too much inertia 
to be of any use in such a machine. The operating 
pressures are therefore tapped from vacuum and 
pressure reservoirs by solenoid-operated valves. The 
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DRUM DIRECTION 


Fig. 13—Baby, aged 9 hours ; birth weight | Ib. 10'/, oz. Spirometer 
reading with amplified respiration (variable leak method). 


apparatus and its circuit have been described elsewhere 
(Donald and Young 1952). The effect on respiration is 
shown in fig. 13, while fig. 14 illustrates one form of the 
present apparatus. 


SEALING THE FACE 

For the proper operation of the sensitive -photo- 
electric pick-up, and also for accurate recordings, it is 
essential to have an efficient method of sealing the neck 
or face from the main body chamber. 

Inflatable cuffs and sponge-rubber seals were discarded 
because, even with considerable contact pressure, which 
is undesirable, they remain inetficient and permit 
** pistoning’’ of the whole child. A search for a suit- 
able plastic material which could be poured or squirted 
into place and would then set, without pressure, to the 
consistence of firm wet rubber led to the present use of 
an alginate (‘ Duplit’) which contains sodium triple 
phosphate as a retarder and sets in about three minutes. 
This material is non-toxic and harmless. We mix it 
with water in roughly equal volumes in ordinary kitchen 

° 





a 


Fig. 14—Apparatus for amplifying natural respiration. 
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Fig. 15—The head seal. 


egg-mixers. The addition of glycerin seems to increase 
the durability of the seal but prolongs the setting- 
time, and experiments to improve the mixture continue. 

This material flows readily into position and conforms 
with all the natural shapes and crevices of the child’s 
neck, 

Two alternative methods of sealing are.used according 
to the requirements of the case. Firstly, the neck may 
be sealed by injecting the solution by means of a metal 
sar syringe between two light latex diaphragms round 
the child’s neck. Although a firm fat cushion is thus 
formed between shoulders and occiput, slight pistoning 
due to elasticity is still liable to take place. Though it 
does not interfere with treatment, this prevents accurate 
recording, and light metal baffle plates are necessary. 
Even then a displacement compensator, connected with 
the outside atmosphere, has to be adjusted to eliminate 
recording errors completely. 

The second and newer method is therefore preferred. 
A latex bib, edged with a wire half-loop, is applied round 
the neck, and the child is laid in a sliding ‘ Perspex’ 
trough with a deep well for the head. The alginate is 
then poured into the well until the entire head and neck, 
except the eves, nose, and mouth, are submerged. Into 
this setting helmet the face mask is embedded, and the 
perspex trough is slid into the respirator case on runners 
(fig. 15). After setting, the whole case can be rotated 
half-way to one or other side if desired. Normally 
50% oxygen and 50°, nitrogen mixtures are carburetted 
and supplied at atmospheric pressure, but the proportions 
ean be altered at will. 

The alginate breaks away very easily in the fingers 
and removal of the seal is therefore easy. 

After birth the routine resuscitative measures are 
applied as usual or appropriate, particularly the extrac- 
tion of mucus. Only when atelectasis persists is the 
respirator considered, and this may not be for an hour 
or two after birth. In such cases oxygen supplied 
through a fine ‘ Polyi):.ne * tube passed into the stomach 
(Yllpo 1935) as a temporary measure often gives a period 
of grace fu. the transfer of the baby to the respirator, 
a manoeuvre which must not be hurried. 

CONTROL OF PRESSURE CYCLES 

The operating pressures are determined by aircraft 

contacting altimeters, which can be set in a matter of 
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seconds. Allowances have to be 
made for changes in barometric 
pressure, but the corrections to 
be applied are read directly from 
an altimeter. 

The pressure waves can also 
be altered in form by blast 
gates on the reservoir manifold 
system. 

Either negative pressures 
(only) can be used, or the 
full cycle can be operated as 
desired. With an _ electronic 
‘* weld-timer ”’ filter it is possible 
to select only a _ proportion 
of the child’s breaths for ampli- 
fication, and this is useful where 
respiration is very rapid. 


OPERATING PRESSURES 
Minimum effective pressures 
are sought because the range 
of safety is not yet fully known. 
The negative pressures applied 


to the body are potentially 
dangerous, but we have found 
pressures up to —40 cm. of 


water harmless. The alginate 
seal, however, will not remain competent at these levels, 
and the usual ranges of —15 to —30 em. of water 
suffice. 








LEGENDS TO ILLUSTRATIONS ON PLATE 


DR. MILLER 


Fig. |—Scab on face and soft gland at angle of the jaw 6 months after 
infection in child aged 12 months. 


Fig. 2—Nodules round tuberculous skin lesion ; for scars left on healing 
see fig. 3. 


Fig. 3—Same tuberculous lesions as in fig. | after natural healing twelve 
months later. Note serpiginous sear with clear-cut craters where 
nodules had been. 


Fig. 6—Same lesion of skin as in fig. 5. 


Fig. 7—Typical tuberculous lesion of skin without history of trauma 
Note silvery epidermal scales. 


Fig. 8—As fig. 7. Another lesion similar to that shown in fig. 7. 


Fig. 9—Circular tuberculous lesion with depressed centre and raised 
edge in skin over patella of a boy, aged 7 years, without trauma. 


Fig. 1!—Tuberculous granulations in same case as in fig. 10. 


DR. DONALD AND DR. LORD 


Fig. 3—Aged 30 minutes. Normal aeration of lungs. 


Fig. 4—Baby Je ; aged 4 hours. Slight aeration at right base. At 
subsequent necropsy there was no sign of the child having breathed 


Fig. 5—Twin DI ; aged 9'/, hours. General stippling throughout lungs. 
Slight depression of horizontal fissure. ? alveolar collapse. 


Fig. 6—Twin DI; post mortem. Total bilateral pulmonary collapse, 


Fig. 9—Baby Aa; aged 2 days. No evidence of pulmonary deflation, 
but small area of consolidation in right middle zone. 


Fig. 10—Baby RcR ; aged 2 days. Spontaneous right pneumothorax. 


Fig. 17—Baby B ; aged 8 hours. After 3 hours in respirator. Collapse 
of left lower lobe. Fine mottling throughout lung suggesting alveolar 
atelectasis. 


Fig. 2i—Triplet L2 ; aged 6 hours. Lungs fully expanded after treatment 
in respirator. 

Fig. 22—Triplet L3 ; aged 6 hours. Pul y collapse at bases and in 
left middie and upper zones, with bronchi clearly visible on both sides, 
extending to periphery. As yet untreated in respirator. 





DR. TREVETHICK 


Dense sclerosis of medial condyles of both femur and tibia and of patella. 
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Some Results with Servo Respirator 


A careful watch at necropsy has been kept for signs 
of pulmonary damage, but none has been found in any 
case save the following : 


Baby N, weighing 4 Ib. 12 oz., with hydrocephalus and 
spinal deformity, was stillborn after spinal tapping for the 
aftercoming head. An endotracheal tube was passed, and 
the body was at once transferred to the respirator, which was 
set in action for 2 hours with increasing negative pressures. 
No respiratory movements were observed at pressures of 
—40 cm. of water, some were evident at — 55 cm. of water, and 
movements were very pronounced at —80 cm. of water. 

At necropsy the lungs were hypoplastic, each weighing 
only 5g. All sections floated (although the child was stillborn). 
Bilateral pneumothorax and mediastinal emphysema were 
present, and the lungs were extensively damaged by bullous 
emphysema. There was no visible rupture. Microscopy 


LEGENDS TO ILLUSTRATIONS ON PLATE 


MR. COCKETT AND MR. ELGAN JONES 
Fig. |\—Pre-ulcerous mesh of dilated subcutaneous veins and venules 


above, behind, and below interior malleolus in a man, aged 30, who 
had no demonstrable saph ine tence. 


Pp 





Fig. 2—Venogram of ankle region in a young man with chronic ulcers 
on both sides of ankle. There was so much fibrous tissue round ankle 
that no veins could be seen or felt. 





Fig. 9—Operation on inc petent middle perforating vein, which is 
connected with mass of thrombosed varices held aside with artery 
forces. Note great saphenous vein anteriorly. Cf. fig. 10. 


Fig. 10—Same operation as in fig. 9. Probe points to hole in deep fascia 
through which perforating vein penetrates. Note great saphenous 
vein to right. 


Fig. 12—Venogram of lower third of leg of case | : upper arrow points 
to incompetent perforating vein responsible for ulcer ; lower arrow 
indicates site of ulcer. 


MR. MOORE 
Fig. | (case 3)—Thin indurated leg with large ulcer and severe equinus 
deformity. Venogram shows thin veins which have thrombosed and 


recanalised. Patient was cured by popliteal ligation after other 
methods had failed. 


Fig. 2—*‘‘ Moth-eaten ’’ appearance of veins which have thrombosed 
and recanalised. 

The patient, a woman aged 48, had had ulcers of the legs for 12 years. 

History of *‘ white leg '’ 21 years ago and !2 years ago, but no varicose veins. 


Fig. 3—Smooth outline of veins in which no valves can be seen. 

The patient, a woman aged 30, was admitted as an emergency with extensive 
bleeding from a varicose ulcer. Ulcers had been present for 2 years and were 
getting worse. Varicose veins from the age of 13, becoming worse at 25 after 
postpartum ‘‘ white leg.”"’ This appearance of the veins can occur either 


without apparent cause or following thrombosis of the pelvic veins (Moore 
1951). 


Fig. 4 (case 1)—Venograms of right (a) and left (b) legs in September, 
1950, and of right leg (c) in April, 1951. 

(a) Right leg in 1950 is normal, showing posterior tibial, peroneal, and 
anterior tibial veins with numerous valves. Popliteal vein is double, and 
“* fist -tail "’ appearance of a normal valve can be seen in lateral view. Femoral 
vein is well outlined and shows, faintly, three valves. 
two groups, best seen in lateral view. 
superficial veins. 


Muscular veins are in 
There are no connections with 


(b) Lefe (affected) leg in 1950 shows partial thrombosis of femoral vein, 
seen over lower part of femur (entire femoral vein was similar). Popliteal 
vein is narrow but intact : this was confirmed at operation, at which another 
large thrombosed vein was found which may have been a second popliteal, 
as in right leg. Veins of leg are small and muscular veins more prominent 
than usual but not otherwise affected. 


(c) Right leg in April, 1951, about three months after onset of symptoms 
in this leg. Change from 1950 (a) is striking. Partial thrombosis of femoral 
and popliteal veins is well seen. Veins of the leg, although narrow, as though 
in spasm, are not obviously abnormal. Long saphenous vein is well filled. 





Fig. S—Old deep venous thr bosis, with c plete block at upper 
end of popliteal vein and collateral channels proceeding up from site 
of obstruction. 

The patient, a woman of 53, had had ulcers of the leg for many years,”and 
varicose veins which had followed postpartum ‘‘ white leg’’ 
previously. The leg did not improve after ligation of popliteal vein. 


20 years 
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showed areas of overdistension alternating with atelectasis. 
Moderate hypoplasia was evident. 


These observations on dead and hypoplastic lung 
encourage one to believe that the safety margin is wide. 

Baby D1, weighing 6 lb. 5 oz. (already referred to in the 
section on secondary atelectasis), was delivered by cesarean 
section for antepartum hemorrhage with foetal distress. There 
was difficulty with respiration at first. Signs of atelectasis 
were very pronounced at 7 hours, and the condition deterior- 
ated, necessitating intubation at 9!/, hours, and positive 
oxygen pressures were intermittently applied. At 11 hours its 
state was critical, and it was transferred to the respirator with 
the endotracheal tube still in situ to guarantee an airway. 
Considerable progress was achieved, but the child became 
cyanosed whenever the machine was switched off, and improve- 
ment was never long maintained. Mucus was from time to 
time copiously produced and had to be sucked out. Negative 
pressures of up to 65 cm. of water were applied, being possible 
in the absence of an alginate seal and with the use, instead, of 
the endotracheal tube. After 6'/, hours’ intermittent treat- 
ment some of the apparatus was accidentally smashed. The 
child’s condition being at that time fairly satisfactory it was 
transferred to an oxygen tent. It died suddenly 20 minutes 
later. Death was due to extensive hyaline membrane. In 
spite of the recklessly high pressures used there was no 
evidence of pulmonary trauma. 

Baby Rh was one of twins born at 29 wecks’ gestation. In 
spite of gastric oxygen and routine resuscitative measures, 
signs of atelectasis persisted. Spirometry confirmed that the 
baby’s condition was much worse than that of its twin sister 
(birth weight 2 lb. 1/, 0z.). The baby was placed in the 
respirator, and respiration was amplified, pressures of —30 cm. 
and +15 cm. of water being used. Later the positive pressures 
were discarded. After 3!/, hours’ treatment the physical signs 
of atelectasis had disappeared. Radiography at 8 hours showed 
normal expansion. On the 6th day the baby weighed 
1 lb. 14 0z., and it was discharged fit after 10 weeks, weighing 
5 lb. 71/, oz. The untreated twin also survived. 


Baby Ku was delivered by cesarean section, because of 
severe pre-eclamptic toxemia, at 32 weeks’ gestation. It 
weighed 3 Ib. 4 oz., and its condition at birth was very bad. 
There was no spontaneous respiration. An endotracheal tube 
was passed, and positive oxygen pressure was applied, but 
at once collapse became serious. The baby was transferred 
thereupon to the respirator and, as there were no spontaneous 
respiratory efforts to amplify, the emergency control was 
switched on. This was without effect, and the heart stopped 
in 20 minutes. On removal the tube was found to be blocked. 
Necropsy revealed gross atelectasis and generalised signs of 
asphyxia. 


This experience illustrates the dangers of intubating 
premature infants. We now regard gastric oxygen as 
safer and more effective. 


Baby RcM was delivered by cesarean section, because of 
severe pre-eclamptic toxemia, at 31 weeks’ gestation. It 
weighed 3 lb. 3 oz. and 
gasped at once. Signs of 
atelectasis were not gross 
and had fully disappeared 
after 4 hours in the respi- 
rator. The baby was dis- 
charged fit on the 69th day, 
weighing 6 lb. 4%/, oz. 
Unfortunately, as the spiro- 
meter was not available for 
this case, proof of benefit is 
lacking. 

Baby Su was delivered 
by abdominal hysterotomy 
at 26 weeks’ gestation 
because of pre-eclamptic 
toxemia and malignant 
hypertension, which caused . . 
the mother’s death a few 4 5 6 7 
weeks later. It weighed 1 lb. AGE (HOURS ) 

7 oz. and breathed promptly 
at birth. After transfer to 
the respirator it appeared to 
achieve moderate chest expansion, but a technical fault 
developed in the photo-electric cell amplifier, after which the 
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Fig. 16—Baby B. Spirometer readings 
in respirator. 
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Fig. 18—Baby B ; post mortem. Mucus plugs in Sranehidien, without 
hyaline membrane. 


signs of rib recession increased. The baby was ke i alive with the 
help of the emergency switchgear for a further 2 hours but died 
at the age of 8 hours. At nec ropsy the lungs were solid, and 
extensive hyaline membrane was found on microscopy. 
Baby Fi was aborted at 26 weeks’ gestation and weighed 
1 lb. 11 oz. 1t was immediately placed in the respirator. 
Spirometry was impossible because the respirations were too 
minute; nevertheless the photo-electrie mechanism worked 
well, and respiration was amplified for 8 hours, by which time 
the baby appeared well enough for transfer to an incubator. 
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Fig. 19—Twin A. Spirometer tracing showing improvement in baby 
A2 while in respirator. 


Chest radiography at 12 hours showed no evidence of con- 
solidation or deflation. Nevertheless death took place at the 
age of 26 hours. At necropsy both cerebral ventricles were full 
of blood from a ruptured subependymal! vessel on the corpus 
callosum. The lungs were moderately well expanded. The 
two lower lobes sank in water, but the remaining lobes floated. 

Baby B, aged 1'/, hours, was admitted from outside in 
bad condition, having been born at 34 weeks’ gestation and 
weighing 3 lb. 11 oz. Mouth-to-mouth insufflation had been 
used. Atelectasis was clinically gross, and the minute volume 
at 4 hours was only 220 ml. Fig. 16 shows the dramatic 
improvement obtained in the respirator, but the head seal 
became incompetent after 2 hours (this is shown by the inter- 
section of the two lines on the chart); and since the child 
seemed better it was transferred to an incubator instead of 
setting another seal. This was clearly a mistake. Its condition 
was satisfactory at 15 hours, but it died at 27 hours after 
recurrent attacks of cyanosis. 

Radiography at 4 hours, 8 hours (fig. 17), and post 
mortem showed left basal atelectasis and tine mottling 
throughout the lung, suggesting alveolar atelectasis in increas- 
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ing degree. At necropsy aeration appeared good macroscopic 
ally, but histology showed numerous mucus plugs in the 
bronchioles but no hyaline membrane (fig. 18). There was : 
small intracranial hemorrhage. Good pulmonary ventilatior 
was achieved with the apparatus but diminished after the 
apparatus was switched off, and the lung pathology persisted 


The question arises whether the mucus plugs repre- 
sented an early stage in the formation of hyaline 
membrane. 


Twins Al and A2 were admitted from a nursing-home 
about an hour after premature delivery at 31 weeks’ gestation. 
Baby Al weighed 3 Ib. 1/, 0z., was in fairly good condition, 
and had a minute volume of 230 ml. Baby A2 weighed 
3 lb. 9"/, oz., had a minute volume of only 170 ml., and had 
a bad colour. She stopped breathing shortly after arrival and 
appeared to be so moribund that it seemed unlikely that 
transfer to the respirator would be achieved in time. Gastric 
oxygen, however, revived her, and the tracings in fig. 19 show 
theimprove- 
mentachiev - 
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bator. Chest Fig. 20—Triplet 12 Spirometer reading showing 
improvement while in respirator. 


was placed 


radiography 
at 6 hours 
while the baby was still in the respirator and after 4 hours’ 
treatment, showed satisfactory pulmonary expansion. Baby 
Al maintained fairly steady spontaneous progress, and the 
twins are now thriving at the age of 5 weeks. 

Triplet L2, born at 33 weeks’ gestation of a pre-eclamptic 
mother, was clinically the worst of the three, had a minute 
volume of 420 ml., and weighed 4 lb. 1'/, oz. Triplet L3 
appeared only a little less fit, was smaller, weighing 3 lb. 15 0z., 
and had a minute volume of 390 ml. Triplet L1, as already 
mentioned, was reasonably well. Triplet L2 was therefore 
placed in the respirator, and fig. 20 traces its progress. After 
2!1/, hours’ treatment the minute volume appeared fairly stable 
at about 620 ml., the baby’s colour was very good, and only 
slight rib recession persisted. Chest radiography at 6 hours 
i.e., after treatment—showed full lung expansion (fig. 21). 
It is interesting to compare this with the radiograph at the 
same age of triplet L3, which had not then been treated (fig. 22) 





SEAL 
LEAKING 
CZ 


RESPIRATOR ON 





1300+ 3 GE | EES a 
12007 YN’ J 
deo ASSISTED \ 7 
1000+ BREATHING \ + 
300+ ‘ A + 
800+ \ Wy 
700+ J + 
600 4 






UNTREATED 

















4 5 6 7 8 9 10 " 12 
AGE (HOURS ) 


Fig. 23—Triplet L3. Spirometer readings in respirator 
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Fig. 24—Triplet L3 ; after death aged 20 hours. 


At 61/, hours triplet L2 had to be removed from the respirator 
to make way for triplet L3, who was by now very cyanosed in 
its incubator and whose condition, due to gross atelectasis, 
appeared to be critical. Triplet L2 after removal made unin- 
terrupted progress and at the age of 4 days had the best 
minute volume (863 ml.) of the three. It was discharged home 
weighing 6 lb. at the age of 4"/, weeks. 

Triplet L3, as already mentioned, deteriorated under routine 
treatment and at 7 hours the minute volume had dropped from 
390 to 230 ml. The baby was placed: in the respirator, and 
at once its colour and general condition improved. Unfortun- 
ately after 21/, hours the seal became incompetent. Fig. 23 
shows the good progress at first, and then crossing of the 
assisted and unassisted recording tracings. This occurs with 
seal leakage owing to the diversion of some of the expired air 
into the main body chamber as a result of the negative 
pressures there. The apparatus, to say nothing of the atten- 
dants, was showing signs of fatigue and of overheating of 
some of the working parts. At 12 hours a new seal was applied, 
but treatment was not persisted with, because the baby was 
erying vigorously, and at 13 hours it was transferred to the 
oxygen incubator. Thereafter its condition deteriorated, and 
even gastric oxygen did not improve its colour. It was 
thought to have intracranial hemorrhage and was not dis- 
turbed. Death took place at 20 hours, and necropsy revealed 
solid and cedematous lungs, microscopy showing hyaline 
membrane (fig. 24). There was no cerebral hemorrhage. 

Summary 

An account is given of neonatal atelectasis, and its 
pathology and diagnosis are discussed. 

A simple method of clinical spirometry is described 
together with its practical applications in differential 
diagnosis and assessment of pulmonary efficiency. 

An interim account is given of a patient-cycled servo 
respirator designed to treat atelectasis and of our 
experiences with it. Three cases and possibly a fourth 
might be claimed as successful results so far as life- 
saving is concerned, but the disappointment-rate is very 
high—often because of imperfectly developed technique 
and sometimes because of complicating conditions such 
as intracranial hemorrhage. As an obstacle, hyaline 
membrane has loomed large, being confirmed at three 
necropsies. We do not yet know whether this condition 
is irreversible, but we wonder whether triplet L2 would 
have succumbed to it in place of triplet L3, which was 
treated belatedly, had their positions been reversed. 

We are indebted to Dr. A. Claireaux for the detailed necrop- 
sies and to Dr. R. E. Steiner for the radiological reports. A 
project of this magnitude could not have been launched 
without help from sources too numerous to acknowledge, 
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Hyaiine membrane in (a) distended alveolar duct and (b) alveoli. 





ARTICLES [san. 3, 1953 17 





from colleagues both at Hammersmith Hospital and 
St. Thomas’s Hospital, and from friends in the Royal Air 
Force and Fleet Air Arm who have given much tethnical 
advice. We would like also to express our appreciation of the 
encouragement received from Mr. A. J. Wrigley, Dr. J. 
Forest Smith, and Professor Moncrieff, and of financial 
assistance from the endowment fund of St. Thomas’s Hos- 
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With illustrations on plate 


In a paper by H. E. Lockhart-Mummery and J. Hillyer 
Smitham (1951) the clinical problem of varicose ulcer 
is clearly stated. ‘They found that their numerous cases 
fell into three main groups : 

1. Those with varicose veins, often large and tortuous, 
whose skin in the lower third of the leg was perfectly 
healthy. 

2. Those with pigmentation, induration, and ulceration 
of the lower third of the leg, but with no varicose 
veins. 

3. Those with varicose veins in the thigh and leg, and 
ulceration. 

In this last group, the ulcers were not always cured by 
dealing with the saphenous incompetence, and often 
recurred when apparently cured in the first instance. 

These facts have been repeatedly emphasised by all 
who have reviewed large numbers of such cases 
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(Cokkinis 1933, Homans 1939, Wright 1931, Bauer 1942), 
Hanschell (1949) sums up the problem admirably : 


“The great majority of patients with varicose veins, at 
all ages, have and have had no leg ulcers, while the great 
majority of patients with leg ulcer, at all ages, have and 
have had no varicose veins; that in its clinical features, 
under all conditions, there is no discernible difference 
between ulcer with, and ulcer without, varicose veins.”’ 


Thus it almost seems that there are two separate diseases 
afflicting the leg—varicose veins and varicose ulcer— 
and that the two conditions may be quite distinet and 
separate and may apparently bear little relation to each 
other. 

The truth of the foregoing observations has been amply 
confirmed by our experience in the varicose vein and 
varicose ulcer clinics at St. Thomas’s Hospital over the 
past two years. Recently one of us has attempted to 
analyse and sort out the varieties of ulcer of the leg which 
present themselves under the ubiquitous title of varicose 
ulcer (Cockett 1951). After excluding the purely trau- 
matic ulcers, the infective ulcers, the arteriosclerotic 
ulcers, and the ulcers in erythrocyanoid legs we were 
left with the group which might for want of a better term 
be called varicose ulcers. Four facts about these ulcers 
struck us forcibly : 

(1) These ulcers are situated most commonly in the 
lower third of the leg, usually on the inner side just 
behind and above the internal malleolus, and more rarely 
a similar site on the outer side of the leg. They seldom 
transgress on to the foot or the upper third of the leg. 
One commonly accepted explanation of these facts has 
been that the ulcer on the inside of the ankle is at the 
bottom of the column of blood in an incompetent great 
saphenous vein, and that the ulcer on the outside of the 
ankle is at the bottom of an incompetent small saphenous 
vein. The treatment of these ulcers by high saphenous 
ligation and stripping of the veins is based on these 
supposed facts. 

(2) Many long-standing cases of gross incompetence 
of the great and short saphenous veins do not develop 
ulcers. Conversely, many people are seen with ulcers 
in whom no incompetence of the superficial veins can be 
demonstrated. 

(3) Adequately performed ligation or stripping of 
incompetent superficial veins failed to cure varicose ulcers 
permanently in a high proportion of our cases. 

(4) A high proportion of varicose ulcers can be induced 
to heal with the patient ambulant by the simple expedient 
of continuous pressure over the ulcer—maintained by a 
‘Sorbo ’ or felt pad under a firm elastic-webbing bandage. 
This point was first emphasised by Dickson Wright 
(1931). 


To Homans (1916) and Bauer (1942) we owe the next 
step in our knowledge of the etiology of these ulcers. 
They established beyond doubt that some of these 
ulcers, particularly those not associated with varicose 
veins, were the result of previous deep-vein thrombosis. 
Moreover the number of patients who got ulcers after 
deep thrombosis increased with the time elapsing after 
the deep thrombosis. This is shown by the following 
table based on a long follow-up of 100 cases of deep 
thrombosis (Bauer 1942) : 


No. of years Percentage of cases with 


Percentage of cases 
after thrombosis indurative lesions of lower leg 


with ulceration 


5 45 20 
10 72 52 
Later 91 79 


Studying the material from our own varicose ulcer 
clinic we found that 27 out of 80 cases of varicose ulcer 
were obviously related to previous deep-vein thrombosis. 
Now, although this is a most important finding it does 
not explain exactly why so many of these patients should 
get the typical ulcer in the typical situation just above 
the internal malleolus. 

A consideration of all these facts led us to investigate 
whether there was any local cause in the region of the 
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ulcer to explain its origin. This investigation fell 
naturally into five parts : 

(1) A clinical investigation to classify ulcers in the 
lower third of the leg (Cockett 1951) and to observe their 
natural history. 

(2) An anatomical study of the venous drainage of 
the subcutaneous tissues of the lower third of the leg and 
foot. 

(3) An anatomical study of the arterial supply of this 
same region. 

(4) Operations directed at excising the ulcer locally 
and investigating directly the condition of the veins in 
the immediate neighbourhood of the ulcer. 

(5) Venographic studies of the deep veins and veins 
of the ulcer-bearing area. 

This paper is concerned mainly with the results of the 
first four investigations. 


CLINICAL OBSERVATIONS 


We tried to work out the earliest pathological change 
in the ulcer-bearing area—to discover the essential 
pathological change, in the subcutaneous tissues of the 
lower third of the leg, which predisposed to an ulcer. 
The earliest and most constant pathological change we 
found was the presence of multiple small tortuous veins 
directly under the skin of the ankle region, often 
extending behind and below the malleoli. Fig. 1 
shows such a case: the dilated veins were confined to the 
ankle region, and there was no associated incompetence 
of the great or small saphenous systems. This haeman- 
gioma-like dilatation of all the small subcutaneous veins 
of the ankle region is a common sight in our varicose 
vein and faricose ulcer clinic and may be seen both in 
cases with dilated and incompetent superficial veins and 
in those without them. When the ulcer first appears it 
seems to sit in the midst of this area of venous dilatation. 
The ulcer itself is usually started by one of four things : 
(1) local trauma followed by infection ; (2) local eczema 
leading to scaling and infection; (3) bursting of one 
of the dilated varices in the area, leading to a hematoma, 
skin breakdown, and infection; or (4) thrombosis in 
one or more of these dilated venules. 

Once ulceration has taken place, local thrombosis, 
inflammation, and deposition of a plaque of hard fibrous 
tissue may rapidly hide the multiple subcutaneous venous 
dilatation in this area. At this stage the ulcer appears 
to be in the midst of a hard plaque of indurated sub- 
cutaneous tissue, the classical induration of the lower 
third of the leg referred to by many authors. However, 
in spite of this it can be seen that many of these ulcers 
appear to be superimposed on a mass of tortuous dilated 
veins, some partly thrombosed. This has been confirmed 
many times venographically (fig. 2). 

Thus on clinical grounds alone there was evidence that 
some purely local venous incompetence might play a 
part in the etiology of these ulcers. 


ANATOMICAL STUDIES OF VENOUS 


Our anatomical studies yielded some _ surprising 
results, confirming our suspicion that it was possible 
to have purely local venous valvular incompetence in 
the lower third of the leg. Fig. 3 shows a dissection of 
the superficial veins of the leg and foot. It will be seen 
that, in the upper part of the leg just below the knee, 
the saphenous vein has several large branches (tribu- 
taries) draining the subcutaneous tissues of the upper 
part of the leg. From the middle of the leg to just 
beyond the internal malleolus there are no branches. 
Beyond the internal malleolus in the foot the saphenous 
vein breaks up into numerous branches draining the 
subcutaneous tissues of the foot and toes. The numerous 
subcutaneous veins in the lower half of the leg on the 
inner side—the vital ulcer-bearing area—drain not into 
the saphenous vein but directly into the deep veins of 
the leg through three easily definable perforating veins. 
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These perforating veins collect the 
venous drainage of this area, perforate 
the deep fascia, and empty directly into 
the posterior tibial ven comites. They 
seem to be anatomically constant in 
position. There may be two, but more 
usually there are three of them, and 
usually one is much larger than the other 
two. Sometimes a small communicating 
vein passes from the saphenous vein 
to a branch of the lowest or middle 
perforating vein, but this is inconstant 
and may not be present (as in fig. 3). 
There is almost always a communicating 
branch between the saphenous and the 
highest perforating vein. 

The three perforating veins penetrate 
the deep fascia in a line which corresponds 
to the space separating the soleus muscle 
from the deep muscles in the posterior 
compartment—i.e., a line which corre- 
sponds to the course of the posterior 
tibial vein. They are of such a size that 
they can easily be dissected out. The 
holes through which they penetrate the 
deep fascia have smooth edges easily 
felt with the dissecting scalpel; each 
one looks like a small saphenous opening dienes. 
in miniature. Usually one perforating 
vein enters each hole; this vein is usually formed as 
the junction of two main tributaries which collect the 
flow from the subcutaneous venous network. Each 
perforating vein is provided with a valve at its point of 
junction with the deep vein. This valve permits a flow 
of blood from superficial to deep veins, and thence 
upwards, but prevents reflux of the blood in the reverse 
direction. The competence of these valves is of supreme 
importance in the normal venous drainage of the lower 
part of the leg. 

Figs. 3 and 4 show dissections of the whole region of 
these communicating veins in a normal leg (fig. 3), and 
in a case of chronic varicose eczema of the lower third 
of the leg in which the perforating vein was incompetent 
(fig. 4). A further interesting anatomical fact was 
shown: at the point where the perforating vein joined 
the posterior tibial vene comites the venz comites them- 
selves communicated with each other, and a vein came 
directly from the soleus muscle to join the plexus. Thus 
at this point there was a miniature venous Piccadilly 
Circus. The possible significance of this muscle vein 
joining the plexus at this point is evident in cases of 





Fig. 3—Dissection of subcutaneous tissues of inner side of normal leg, showing three perforating veins behind 
great saphenous vein. Note (1) communicating branch between highest perforating vein and great saphenous 
vein, and (2) tributaries to great saphenous vein just below knee. Cf. fig. 5. 





incompetence. 
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Fig. 4—Dissection of subcutaneous tissues of inner side of lower third of leg of a man 

who had had chronic varicose eczema of this region, without any saphenous 
Deep fascia has been opened to show junction of large dilated incom- 
petent middle perforating vein with posterior tibial vein. Note (1) vein passing from 
perforating vein, where it penetrates deep fascia, to soleus muscle; (2) great 
saphenous vein anteriorly ; and (3) small dilated tortuous veins in subcutaneous 


deep venous thrombosis, which usually starts in the deep 
muscle veins of the soleus. 

Thus the venous drainage of the inner aspect of the 
lower third of the leg can be represented diagram- 
matically as in fig. 5, which shows venous drainage 
by two routes: (1) straight into the deep veins via the 
perforating veins; and (2) into trbutaries which join 
the great saphenous vein just below the knee. Venous 
valvular incompetence may thus affect the lower third 
of the leg in two ways: (1) by valvular incompetence of 
either or both of the saphenous systems; and (2) by 
valvular incompetence of one or more of the perforating 
veins, the saphenous systems being intact. This latter 
type of incompetence, we believe, is of greater significance 
in the production of chronic ulcers and eczema of this 
region. 

One further point must be emphasised. The existence 
of communicating veins between superficial and deep 
systems has been known for a long time. Excellent 
descriptions of the communicators in the lower third 
of the thigh and just below the knee have been given 
by Boyd (1948), Kinmonth and Robertson (1949), and 





Fig. 5—Main venous 
drainage of inner 
aspect of leg. 
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others. Surprisingly enough, little detailed work has This can be seen on the X-ray screen if 20 ml. of 50% 


been done on the communicating veins below the knee. 
D. A. W. Edwards (unpublished communication), by 
the injection of indian ink and plasma into amputated 
legs, has demonstrated that in the upper third of the 
leg there are numerous small communications between 
muscular veins and small subcutaneous veins. The per- 
forating veins described here differ from these in that 
they are lorge and constant in situation and drain directly 
into a large deep vein. Moreover their situation is most 
significant: they are situated just below a powerful 
muscle pump ! 

Thus on purely anatomical grounds it is probable that 
the great saphenous vein normally plays a minor part 
in the venous drainage of the subcutaneous tissues of the 
lower and inner part of the leg—the ulcer-bearing area. 
It drains the foot, the upper part of the leg, and the 
thigh, and only through tributaries entering it at knee 
level does it contribute to the venous drainage of the 
ulcer-bearing area. So it is not surprising that operations 
on this vein should often have little effect on many 
so-called varicose ulcers. 

ANATOMICAL STUDIES OF ARTERIAL SUPPLY 

A study of the arterial supply of the skin and sub- 
cutaneous tissues of the leg and foot has been undertaken 
in conjunction with D. A. W. Edwards. The method 
has been to inject the arterial system of amputated limbs 
with bismuth suspension, and next to remove the skin 
and deep fascia completely in one layer. This is then 
radiographed to give the arterial] pattern. The results 
of this investigation will be reported more fully elsewhere, 
but the main points are of significance in considering 
varicose ulceration, which is, after all, only a form of 
localised skin gangrene. The arterial supply from knee 
to ankle comes from perforating arteries arising from the 
deep arteries directly and from the small muscular 
arteries. These perforating arteries often accompany 
the perforating veins. The density of perforating 
arteries is greater in the upper part of the leg than in 
the lower half, falling off considerably both in number 
and size when the ankle region is reached. Below the 
malleoli the skin of the foot, particularly the heel, is well 
supplied with numerous large branches directly from the 
main vessels. Thus from purely anatomical studies it is 
apparent that the skin and subcutaneous tissues in the 
lower third of the leg have relatively fewer small arteries ; 
and that at the level of the malleoli there is a sort of 
arterial watershed—the foot below this level having a 
much more profuse arterial supply. 
EFFECTS OF INCOMPETENCE OF 

THE PERFORATING VELNS | 

The anatomical facts just 
given suggest that incompe- 
tence of the perforating veins 
draining the ankle would 
throw a very great strain on 


| 
the venous mesh in the lower | 
third of the leg which they ry 
drain. This venous mesh is { 
composed of delicate  thin- All 


) 
walled veins which are not a 
designed to stand up to a Hy Hy 
large venous pressure, unlike 











the thick muscular trunk of 
the great saphenous’ vein 
itself. In the leg the valves 


are so arranged that the blood- 
flow is always from superficial 
to deep veins. Every tributary ° 
of the deep veins is guarded 
by a valve at its entry, which 
ensures that no reflux from 
deep to superficial can occur. 


‘ Pyelosil’ is injected slowly into a small vein on the 
dorsum of the foot of a normal person in the prone 
position. The opaque medium quickly appears in the 
deep veins of the leg, and within half a minute most of 
it is in the popliteal vein. None can be seen in the 
superficial veins. 

The mechanism for returning venous blood from the 
limb in the erect position is well known. ‘The deep 
fascia of the leg forms a firm investing layer enclosing 
the large muscles of the calf. When these contract 
within the firm inextensible sheath of deep fascia they 
squeeze venous blood out of the leg with considerable 
force. Barcroft and Dornhorst (1948) have shown that 
this calf muscle pump can overcome a resistance greater 
than 100 mm. Hg. The valves of the veins are so 
arranged that the blood can leave this pump only in an 
upward direction. Now, the perforating veins which 
drain the ankle pass through small holes at the bottom 
of this powerful pump. When the pump contracts, there 
is, in the veins below the pump, a momentary reflux of 
blood downwards as far as the valves. This can be seen 
excellently in a post-mortem dissection. When the 
perforating vein has been dissected out, the calf is 
suddenly squeezed: the blood, which is still fluid in 
the deep veins, is forced towards the perforator but is 
suddenly held up by its valve. 

Now, if this valve should become incompetent or be 
damaged in any way, at every contraction of the calf 
pump the increase in venous pressure within it would be 
transmitted downwards and outwards through the 
incompetent perforating vein to the thin venous mesh 
above the internal malleolus. This would in time lead 
to dilatation and tortuosity of this mesh, and this would 
mean stagnation of venous blood in it. As we have seen, 
this is exactly what was seen to happen in ulcer patients 
from clinical observation alone. We have observed 
every stage from a pre-ulcer state, which consists of 
merely a large mesh of dilated venules round the ankle 
(fig. 1), through thrombosis in this mesh, to a fully 
developed ulcer sitting on a fibrotic mass or plaque. Thus 
we believe that the genesis of many so-called varicose 
ulcers can be shown diagrammatically as in fig. 6. 

We were fortunate to find at necropsy a man, aged 
56, who had had chronic eczema of the lower third of the 
leg for many years but had not undergone operation, 
because no varicose veins were visible. Fig. 4 shows a 
drawing of the dissected leg. The whole of the sub- 
were full of 
of which were 


cutaneous tissues in the affected region 
many 


small tortuous dilated venules, 














Fig. 6—Effect of incompetence of perforating vein below powerful calf pump: a, normal arrangement 
of valves (arrows indicate direction of blood-flow) ; 
forating vein penetrates deep fascia (arrows indicate direction of blood-flow on contraction of calf) ; 
¢, final result—dilatation of stump of perforating vein, and dilatation and tortuosity of all veins in 
subcutaneous tissues draining into it. 


b, effect of incompetence of valve where per- 
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/ Vein from soleus 











a it is very effectively covered by a plaque of 
1e indurated tissue consisting of the numerous 
1e minute thrombosed venules embedded in 
1e fibro-fatty tissue. This is probably why 
of their importance has not been fully appre- 
1e ciated: they are the nigger in the woodpile 

the woodpile being the ulcer and plaque 
1e of induration. 

sp Figs. 9 and 10 show a typical incom- 
ig petent perforating vein of the ankle 
et exposed at operation. Fig. 9 shows the site 
Vy and extent of the incision necessary. Fig. 10 
le is a close-up of the perforating vein showing 
at Posterior the round hole in the deep fascia (exactly 
er tolal veins: “omparable to the fossa ovalis) through 
80 which it comes, and its relation to the great 

in saphenous vein at the ankle. 
ch This operation involves cutting and dis- 
™m secting in an area of devitalised skin and one 
re might expect that necrosis and breakdown 
of Dilated of the incisions would tollow. It has been 
en incompetent our practice to excise not only the incompe- 
he perforating tent perforating vein but also as much as 
is vein possible of the subcutaneous plaque of 
in thrombosed venules and fibrous tissue, and 
is the ulcer itself if one is present: The result- 
ing defect is left to granulate for a few days 
be and is then grafted with a split-skin graft. 
alf Site of perforation o? deep fascla There has been no difficulty about these 
be Fig. 7—Dissected and mounted specimen from leg shown in fig. 4. No valve was found graftstaking. In some of the other cases in 
he where perforating vein joined deep vein. Valves were present in veins of posterior tibial which there has heen no ulcer but merely a 
‘sh Suntio. Cf ty. S. patch of early eezema or pigmentation 
ad this has not been necessary, 
ild thrombosed, with considerable fibrosis round them, and the skin edges can be brought together quite well 
en, making them feel like an indurated plaque to the examin- and heal. Provided the cause of the poor vitality of 
nts ing fingers. This seems to be the essential pathology the skin—i.e., the incompetent perforating vein— 
ed of the pigmentation and induration so often seen in the is found and removed at operation, satisfactory 

of stasis syndrome of the lower leg. These dilated vessels 

kle were draining directly into one large incompetent 

lly perforating vein, which is well shown in the figure and 

aus was the middle of the three perforating veins described. 

ose The fully dissected and mounted specimen of this incom- Vein 
petent perforating vein is shown in fig. 7. The effect of from 
red this local valvular incompetence is well seen on comparing soleus 
the it with the dissected and mounted specimen of a normal 

on, perforating vein (fig. 8). 

at OPERATION FINDINGS AND RESULTS 

i" If this explanation of varicose ulceration is true, it 

ere should be possible to find these incompetent perforating = 

veins, and, by tying them at their point of passage _ Posterior; 
through the deep fascia, cut off the source of local venous _ tibial veins 
incompetence, thus applying the principle of the Tren- — showing from 
delenburg operation to the lower third of the leg. valves 
The presence of incompetent perforating veins may be * 
suspected in the following circumstances : 
(1) A varicose ulcer has not healed, or has recurred, 
after an efficient surgical obliteration of incompetent 
veins of the great saphenous system. 
(2) Ulceration or induration and pigmentation of the 
lower third of the leg is present without evidence 
of saphenous incompetence. 
(3) A mass of small dilated varices is present in the 
lower third of the leg, with or without incompeten 
of the saphenous vein. 
Very occasionally the incompetent perforating vein 
can be seen as a localised bulge in the lower third of the 
leg; but this is rare and has been seen and confirmed 
at operation only twice by us. Most of these local 
‘** blow-outs ’’ in the course of a varicose vein are simply 
local aneurysmal dilatations of the vein wall and do 

ment not mark the points at which perforating veins pass Site of perforation of deep fascia 

» per- ug > deep Tascla. . 3 P 

as ip oy thr ps perforating scie: diieiiae Fig. 8—Dissected and mounted specimen from normal leg (cf. fig. 7). 

tas in : . es pits 5 A valve was present where perforating vein joined deep vein, and 

is the root of the trouble cannot be seen or felt, because valves were present in all other veins 
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healing will take 
place. However, 
a good deal of cau- 
tion must be exer- 
cised in dissecting 
in this area, and 
we have had one 
case in which the 
edges of the inci- 
sion broke down. 
In general, if an 
ulcer is present, 
the ulcer, the 
indurated plaque, 
and the incompe- 
tent perforating 
vein should all be 
excised in one 
piece, as was done 
in case 1 (see 
below), and the 
area should be 
grafted. If there 
is no ulcer, as little 
dissection as pos 
sible should be 
done, but the area 
of the perforating veins should be approached directly 
through a longitudinal incision placed slightly behind 
the internal malleolus (fig. 9). The tissues are then 
divided straight down to the deep fascia, at which 
plane a gentle search is made for the perforating vein. 
The perforating vein which is most often incompetent, 
in our short experience so far, is the middle one of the 
three and is situated a hand-breadth above the internal 
malleolus. 

There is considerable variation in the branches 
(tributaries) of the perforating veins, and in the way in 
which they communicate with the great saphenous vein. 
But the foramina through which they penetrate the deep 
fascia are remarkably constant in these positions, and 
it is for this reason that a standard surgical approach 
xan be made to them. 

- The following is a summary of two cases followed up 
for nine months and one year respectively. 


Fig. |\1—Leg of case | before operation : note 
(1) scars of previous operation for tying 
veins, and (2) great saphenous vein well 
anterior to ulcer. Cf. figs. 13 and 14. 


Case 1.—A housewife, aged 57, had had a varicose ulcer 
of the left leg for fifteen years. Fig. 11 shows its size and 
situation. ‘There was no definite previous history of deep 
thrombosis. Four years previously she had had a Trendelen- 
burg operation and below-knee excision of her varicose veins. 
The ulcer healed for about six months after this operation 
but then recurred. As her below-knee veins were still 
prominent, she was 
readmitted in 
October, 1951, and 
two more fairly large 
below-knee veins 
were dissected out. 
Again the ulcer 
healed, but only for 
a month this time, 
when it recurred 
again and was as big 
as ever. Venography 
was then done, and 
a large perforating 
veln was seen, con- 
nected to a tortuous 
vein going straight 
down to the ulcer 
area (fig. 12). 

In April she was 
readmitted to 
pital, a lumbar sym- 
pathectomy was 
done to ensure full 
skin vasodilatation 
of the ulcer area, 


hos- 





Fig. 13—Leg of case | three days after opera- 
tion, showing extent and [site thereof. 


ORIGINAL ARTICLES 








(Jan. 3, 1953 


the perforating vein was exposed and divided, and its 
large tributary leading from the ulcer, and the ulcer 
itself, were excised in one piece. Fig. 13 shows the leg two 
days after this operation. The defect was grafted with 
split skin four days later. The skin graft took very well, and 
fig. 14 shows the patient’s leg six months later. For the first 
time in fifteen years she can walk about without supporting 
bandages. The area formerly occupied by the ulcer has 
consolidated and shows no signs of breaking down. 

Case 2.—-A policeman, aged 42, had a small chronic ulcer 
as large as a shilling about a hand-breadth above the internal 
malleolus. It had been present for a year and a half and had 
resisted all attempts to heal it. The venous and arterial 
systems in the leg were normal, but just underneath the ulcer 
was a small bunch of dilated veins. Venography showed a 
normal venous system, except that in this region an enlarged 
and tortuous perforating vein was seen joining the deep 
vein. At operation the ulcer, which had closed in considerably 
on energetic supportive treatment, was excised, and the 
underlying dilated perforating vein was found and ligated 
at its point of penetrating the de»p fascia. The skin could be 
brought together easily with a little undermining of the 
edges. Healing was satisfactory, and there was no recurrence 
nine months later, when the patient was last seen. No 
bandage of any sort has been worn. 

The follow-up of our cases has so far been too short 
for us to come to any definite conclusions about the 
efficiency of the operation in preventing varicose 
ulceration or in curing established ulceration. Since 
becoming aware of the existence of these incompetent 
perforating veins in 
the anatomical situa- 
tion described we diag- 
nosed them and found 
them at operation in 
10 cases; in 3 other 
sases we failed to find 
the incompetent per- 
forating veins we 
expected to find. 

The early results 
have been gratifying, 
the skin has healed, the 
spray of dilated veins 
has disappeared, and 
the few early ulcers we 
have treated have not 


shown any signs of 
recurrence. Only in 1 


case, already referred 
to, did the skin break 
down. This was due to 
our operating through 
an area of skin which had been in the active eczematous 
stage too recently, and the wound became infected. 





Fig. 14—Leg of case | six months after 
operation. 


DISCUSSION 
In the most recent editions of Gray’s Anatomy 
(Johnston and Whillis 1951) and Cunningham’s Anatomy 
(Brash 1951) the venous drainage of the lower third of the 
leg is described without any reference to these perforating 
veins; nor are they shown in any of the illustrations. 
Grant (1951) shows them accurately but does not mention 


them in the text. Thus their anatomical existence and 
importance do not seem to be widely appreciated. 
Their importance in the venous drainage of the 


subcutaneous tissues of the lower third of the leg— 
the ulcer-bearing area—is considerable. Many observers 
—e.g., J. R. Learmonth and L. G. Higgins (personal 
communications), Foote (1952), and Dodd (1952)-—have 
noticed the presence of these large perforating veins at 
operation near ulcers or directly under ulcers; but, so 
far as we know, these clues have not led to any detailed 
anatomical study. Foote (1952) has advocated eperating 
on them when they are seen, and American workers, 
particularly Linton and Hardy (1948) and Merle Scott 
(1951), have for some time been convinced that the 
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true cause of many cases of ulcer of the leg lay in incom- 
petence of many communicating veins in the lower leg. 
Linton’s operation of stripping the deep fascia is based 
on this theory. Merle Scott (1951) has designed an aero- 
pulse legging for fitting on the lower leg, whose design 
is based on this assumption. However, the fact that 
the perforating veins usually responsible for the ulcer 
syndrome are so large, easily accessible, and so anatomi- 
cally constant in the sites where they pierce the deep 
fascia has not so far been recognised. Armed with this 
basic knowledge a planned operation can be performed 
on them, as accurate as the standard Trendelenburg 
procedure and based on exactly the same principle. 

It now becomes possible to understand why ulcers 
should develop after a deep thrombosis. For, if there 
is a block in the deep veins of the leg due to thrombosis, 
surely the main alternative path for the return of venous 
blood is outwards through these, and the many other 
small, perforating veins (the reverse of the normal flow) 
and up the superficial veins. This means breaking down 
the resistance or destroying the valves in the perforating 
veins. Once this thrombosis has settled, and the 
collateral venous channels have formed and enlarged, 
the leg is left with the condition which we have shown 
may lead to ulceration—i.e., incompetent perforating 
veins below the calf pump. Thus the reason for the 
development of these ulcers becomes intelligible, and a 
clue to their early treatment is provided. 

Moreover, the anatomical arrangement whereby a 
vein from the soleus joins the posterior tibial venze 
comites at the same point as the perforating vein enters 
gives the clue to how the valves in the perforating 
veins may be destroyed. In the man whose leg is 
depicted in fig. 4 (who died from pulmonary embolism), 
the large incompetent perforating vein contained an 
antemortem clot which extended inwards and was 
continuous with a similar clot in the muscle vein going 
to the soleus. The veins in the soleus were full of ante- 
mortem clot. Thus it seems that here we have an 
anatomical pathway whereby clot from the deep veins 
in the soleus may spread out to the superficial veins of 
the ankle region via the perforating veins. A localised 
area of induration and redness, apparently a local patch 
of superficial thrombophlebitis, in the ulcer-bearing area 
is a4 common precursor of an ulcer or eczema—and this is 
probably the mechanism of its occurrence. Such cases 
usually show calf tenderness as well. It is well known 
that the organisation of clot in veins will destroy the 
valves ; so here is one possible way in which the valves 
of the perforating veins may be destroyed after deep 
thrombosis. 

Thus there is reason to believe that incompetence of 
these perforating veins may be the cause of many post- 
thrombotic and so-called varicose ulcers. We have 
therefore called this condition the ‘ ankle blow-out’ 
syndrome to differentiate this particular type of venous 
incompetence in the lower leg leading to ulceration and 
eczema from the more generally recognised saphenous 
incompetence. 

SUMMARY 

The anatomy of the venous drainage and arterial 
supply of the inner aspect of the lower third of the leg 
is described. 

The constant anatomical situation of three perforating 
veins in this area is described, and the effects of valvular 
incompetence of these veins situated below the calf 
muscle pump are discussed. 

Criteria for the diagnosis of incompetence of these 
perforating veins are suggested. 

An operation aimed at tying these incompetent 
perforators where they penetrate the deep fascia of the 
calf is described. The principle of this operation is exactly 
similar to that of the generally accepted Treudelenburg 
operation. 
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The name “ ankle blow-out’’ syndrome is suggested 
to differentiate this type of venous valvular incompe- 
tence from the more generally recognised saphenous 
incompetence. 

We wish to acknowledge the painstaking assistance of 
Mr. F. R. Scholefield in dissecting and mounting the specimens. 
The help of Miss J. Dewe with the drawings and of Mr. K. 
Moreman with the photographs is also gratefully acknowledged, 
and of Miss F. Hunter with the sec rial work. We should 
also like to thank the sisters and nursing staff of the Royal 
Waterloo Hospital for their codperation and care for the 
patients. 

ADDENDUM 

Since this paper was written we have had a further 20 
cases in which one or more large incompetent ‘ blow- 
outs’? have been found and tied at operation. In most 
of these cases the blow-out was either just above or 
immediately under an early ulcer or area of devitalised 
skin. The constant anatomical situation of these 
foramina where the veins perforate the deep fascia has 
been repeatedly confirmed. 
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LIGATION OF THE POPLITEAL VEIN FOR 
THE GRAVITATIONAL SYNDROME 


H. D. Moore | 
M.C., M.B. Sydney, F.R.C.S., F.R.C.S.E. 
SURGICAL TUTOR, GENERAL INFIRMARY, LEEDS 


With illustrations on plate 


Bauer (1948) investigated the deep veins of the legs 
by venography and by measuring the pressure in the 
popliteal vein. He found that patients with the gravi- 
tational syndrome had no demonstrable valves in the 
deep veins and no fal] of pressure in the popliteal vein 
when it was occluded below the point of measurement ; 
whereas in patients without leg symptoms the valves 
were always shown and the pressure always fell. Bauer 
therefore concluded that the syndrome was the result 
of an unsupported column of blood in the deep veins 
extending from the heart to the feet, and that this column 
should be broken by ligation of the popliteal vein. His 
results in a large number of cases were excellent (Bauer 
1950). 

Reports from other surgeons, however, are few and 
on the whole not impressive. Castagna and Impallomeni 
(1951) state that ligation of the popliteal vein was first 
practised by Parona in 1904, but that his results were 
not good, probably because the cases were ill chosen. 
The operation was abandoned except by a few surgeons, 
such as Giordano (1934, 1937), who had success in some 
cases. Castagna and Impallomeni (1951) reported 20 
cases with good results after a month, of which 16 were 
followed for three months and were still satisfactory. 
De Takats and Graupner (1951) operated on 10 cases, of 
which 7 were successful but were only followed for a very 
short time. 
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The following cases are therefore reported. Though the 
numbers are small (23 legs in 18 patients), they have been 
followed long enough to give a reasonable idea of what is 
likely to happen, and to enable an opinion to be formed 
on the value of the operation. 

The gravitational syndrome is characterised by aching 
of the legs, by a brownish discoloration and induration 
of the front (sometimes the whole) of the lower leg, 
with swelling of the ankles towards the end of the day, 
and by ulceration in the malleolar region or front of the 
lower third of the limb. It may or may not be associated 
with varicose veins, and there is often, but by no means 
always, a history or venographic evidence of a previous 
deep venous thrombosis. 

The cases described here fall into three groups : 

Group 1.—Those suffering primarily from ulceration of the 
lower leg, and only secondarily from discomfort, aching, and 
swelling. 

Group 2.—Those in whom the chief complaint was of 
considerable aching (what has been described as a bursting 
feeling) and swelling of the ankles and legs, but who com- 
plained also of the discoloration and induration already 
described. In this group there were no actual ulcers at the 
time of operation: it was the aching which brought them for 
advice. 

Group 3.—Those with swelling of the legs considered to be 
of venous origin. ‘These patients complained of aching and 
discomfort also, but the swelling was the chief complaint. 


They had all been given the usual treatment of pressure 
dressings of one sort or another, from elastic stockings 
to ‘ Viscopaste,’ without success. Many had had super- 
ficial veins injected, where visible, but without improve- 
ment, and all were a good deal disabled (fig. 1). 

The method of selection for operation was venographic 
—i.e., patients in whom no valves in the deep veins 
could be demonstrated by ascending venography (Moore 
1949) were considered suitable for ligation of the popliteal 
vein. The venographic appearances, apart from the lack 
of valves, were of two kinds, the veins being either 
irregular, ‘‘ moth-eaten’’ and small, owing to old 
thrombosis and recanalisation (fig. 2), or smooth and 
often larger than normal (fig. 3), an appearance com- 
monly, but by no means always, associated with a 
history of ‘‘ white leg.’ The differences in appearance 
can more readily be appreciated by comparing them with 
the normal (fig. 4a). 

RESULTS 

Group 1 (13 legs in 11 patients).—The ulcers have com- 
pletely healed, with no swelling or discomfort, in 9 of the 
legs (7 patients), the longest time since operation being 
three years, the shortest nine months, and the average 
just under two years. 

One patient, followed for nearly three years, has 
complete relief from pain and swelling in the legs, 
although the ulcers did not heal. 

3 patients, all operated on more than two and a half 
years ago, have shown no improvement, but they have 
not been made worse by the operation. 

Group 2 (7 legs in 5 patients)—There was complete 
relief of discomfort in all of them and, surprisingly 
enough, the swelling was !css or completely cured. The 
longest time since operation is two and a quarter years, 
the shortest a year, and the average over eighteen months. 

Group 3 (3 legs in 2 patients)—I decided to try the 
effect of popliteal ligation in this type of case, where the 
swelling seemed to be of venous and not lymphatic 
origin, because my previous experience had shown that 
the swelling of the legs usually improved after ligation 
of the popliteal vein. Only 2 cases have so far been 
operated on, but they are perhaps worth describing. 


Case 1,—A man, aged 36, complained in October, 1945, of 
pain and swelling of the left leg. He was in hospital for about 
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three months, and the swelling decreased. Three months 
later the leg was worse again, and he was again in hospital 
for eleven weeks. This swelling and partial recovery had 
continued since then, making his work as a miner impossible. 

On examination in September, 1950, the leg was extremely 
swollen and tight, for which no cause was found except grossly 
abnormal deep veins of the left leg, shown by venography 
(fig. 4b), those of the right being norma! (fig. 4a). Ligation of 
the deep veins was thought to be justified. 

At operation in October, 1950, two large veins were found 
in the popliteal space, one being macroscopically normal and 
the other thrombosed and adherent to the sciatic nerve. An 
inch of each vein was excised. The leg steadily improved after 
operation. 

Right Leg.—In December, 1950, the same course of events 
began in the right leg: the swelling started in the foot and in 
about a week spread to most of the right leg. Under treatment 
with anticoagulants it improved rapidly; but in January, 
1951, it again became severely swollen. This time it improved 
with rest in bed. However, in April, 1951, it was once more 
very swollen. The venogram (fig. 4c) now showed gross 
abnormality of the deep veins of the right leg. The right 
popliteal vein was tied, and a right Trendelenburg operation 
was done. 

The condition gradually improved for two to four months, 
and by February, 1952, there was slight swelling only in the 
right leg, the left being normal. The patient had returned to 
work as @ miner, 


Case 2.—A woman, aged 46, had two and a half years 
history of persistent swelling of both legs without obvious 
cause. The swelling improved with rest in bed. In April, 
1952, the left popliteal vein was tied. It is too soon to say 
whether there will be any improvement, but the operation 
has not made the condition worse. 


DIFFICULTIES ASSOCIATED WITH OPERATION AND REASONS 

: FOR FAILURE 

It was not realised at first that (contrary to Bauer’s 
experience) the ulcers were not going to heal spontane- 
ously after ligation of the popliteal vein, but it soon 
became evident that rest in bed and skin grafting 
necessary to achieve this. The method now used is to 
put the patient to bed and to treat the ulcers with 
streptomycin locally for a few days and then to apply 
a thin split-skin graft, which takes very well. As soon 
as the ulcer is covered, the popliteal vein is tied, about an 
inch of it is excised, and the patient is encouraged to be 
up and about. The following two cases illustrate this 
very well: 


were 


Case 3.—A woman, aged 56, was seen in December, 1948. 
She had had ulcers on the lower part of the left leg for fourteen 
years and on the right leg for four years. At the age of 9 she 
had had a severe injury to the left foot, which became infected, 
and she was in hospital for a year. She had been treated by 
support (viscopaste, &c.) for eighteen months before coming 
under my care, but without improvement. 

On examination both legs were thin and without visible 
veins. The lower third of each ieg was discoloured, indurated, 
and ulcerated (fig. 1), and there was a severe equinous deform- 
ity on each side. The arterial supply to the legs seemed 
normal, but the feet tended to be cold and sweaty. Veno- 
graphy showed deep veins which had been thrombosed and 
recanalised (fig. 1). 

Treatment.—Left lumbar sympathectomy in January, 1949, 
improved the ulcers on the operated side but did not cause 
them to heal. The ulcers on the right side also improved to 
some extent. In May, 1949, the left popliteal vein was tied, 
and the patient was discharged, with viscopaste support, 
before the ulcers were healed. In January, 1950, the ulcers 
being still unhealed, the right popliteal vein was tied and skin 
was grafted on the ulcers on both legs. The grafts were 
successful: the ulcers healed on both legs and have remained 
healed. 


Case 4.—A woman, aged 67, had recurrent ulceration of 
the right leg for eight years. There was no history of ** white 
leg,’ and histology of the popliteal vein showed nothing to 


indicate a past thrombosis. No varicose veins were seen. On 
Aug. 18, 1949, the right popliteal vein was tied, and a 
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Trendelenburg operation was done at the same time. The 
patient was kept in bed for a week and then discharged with 
supporting dressings, but with the ulcers unhealed. During the 
rest in bed the ulcers improved, but this improvement ceased 
as soon as she became ambulant. She remained in bed for a 
month at home, but still the ulcers did not heal. On Jan. 25, 
1950, skin was grafted on the ulcers without preparation and 
this proved only partly successful. On Jan. 31 local treatment 
with stseptomycin to the ulcers was begun, and on Feb. 8 
more skin was grafted. On Feb. 21, 1950, the ulcers had 
soundly healed, and the patient was discharged. The ulcers 
have remained healed. 

This failure to heal without grafting is probably the 
cause of the partial failure in the one case which improved 
but did not heal, for this patient resolutely refused to 
remain in hospital until the ulcers healed and as resolutely 
refused to return for further treatment. 

The scar in the popliteal fossa has caused some dis- 
comfort in 3 patients, with keloid formation, but has 
proved no real disability. In i patient, however, the 
sear has persistently broken down, although the ulcers, 
for which the operation was done, have remained healed. 
This patient has angina pectoris and arterial deficiency 
in the affected leg ; this may be the cause of the trouble 
with the popliteal scar. It would perhaps be better to 
make a lateral incision to tie the popliteal vein. 

The 3 cases which failed to improve were all in group 1, 
with ulceration. 2 of them subsequently showed definite 
arterial deficiency, which was not recognised at the 
time although looked for, and later healed after sympa- 
thectomy ; Bauer (1950) has had similar experiences. 
The 3rd case showed venographically (fig. 5) and at 
operation a complete block of the upper end of the 
popliteal vein. It is therefore hardly surprising that no 
improvement took place—this was a complete error of 
judgment. 

CONCLUSIONS 


It seems reasonable to conclude that the operation does 
no harm, and that in suitably chosen cases it can relieve 
the patient of symptoms for a considerable length of 
time. 

Most of the patients have continued to wear elastic 
stockings, but a few have discarded all forms of support 
and have remained symptom-free. 


SUMMARY 

23 legs have been treated for the gravitational syn- 
drome by ligation of the popliteal vein. 

Complete relief of symptoms has been obtained in 18 
and improvement in 1; 3 have shown no change, and 1 
is too recently done to judge. 

The longest time since operation, in those with a good 
result, is three years, the shortest time nine months, and 
the average just under two years. 

The patients selected for operation were those in whom 
no valves could be seen in the deep veins by ascending 
venography. 

The importance of healing the ulcers before discharge 
from hospital is emphasised. 

The value of the operation for edema of venous origin 
is discussed. 

I wish to thank Mr. D. A. Abernethy, senior surgeon to the 
Radcliffe Infirmary, Oxford, and the members -of the staff 
of the General Intirmary at Leeds, who very kindly permitted 
me to treat their cases. 

ADDENDUM 

Since writing the article, 1 leg in group 1 has broken 
down after remaining healed for two years and two 
months. This is the patient referred to later in the 
article who had had much trouble with the popliteal 
scar, together with arterial deficency in the legs. 
Sympathectomy has not improved matters. 

In group 3, case 2 has not improved over a period of 
eight months, but is no worse. 
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Therefore, of the 23 legs, 17 have complete relief of 
symptoms and 1 isimproved; 1 ulcer was healed for two 
years and two months but has relapsed; 4 legs are 
unchanged. 
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MELORHEOSTOSIS 
R. A. TREVETHICK 
M.B. Sheff. 
WORKS MEDICAL OFFICER, STEEL, PEECH & TOZER LTD. 
With illustration on plate 


Up to 1948 only four cases of true melorheostosis (Léri 
type of osteopetrosis, or osteosi ehurnizzante monomelica 
of Putti) had been reported in this country (Fairbank 
1948), and no further case has been recorded here since, 
Hess and Street (1950) have reported one in America, 
and Thompson et al. (1951) one in South Africa. 


CASE-RECORD 


In March, 1952, a healthy male, aged 19, complained of 
pain in his left knee after pulling on a rope. 

History.—On four previous occasions he had had similar 
sudden pain in one of his other limbs after strenuous activity. 
In November, 1950, his left arm was the site of pain which 
subsided after treatment with lead and opium. In March, 
1951, while he was playing football, something “ went” in 
his right knee: there was no effusion ; movement remained 
full; the anteromedial compartment was tender; and the 
condition cleared up in a week under treatment with a 
U-pad and bandage. In May, 1951, while pulling on a chain 
at work, he experienced sudden pain at the back of his right 
shoulder : strain of the serratus posticus muscle was diagnosed 
and was cured in a week with infra-red therapy. In 
November, 1951, again while pulling on a chain at work, he 
felt a sudden pain in his right wrist: the tendon of the 
extensor pollicis longus was found to be "tender and the 
wrist was strapped with ‘Elastoplast’ and cured in a week, 

At the age of 4 years he had had pneumonia, followed by 
an operation on his left foot. A subastragaloid arthrodesis 
had been performed. : 

On examination the left leg was 2 in. 


rd ion shorter than the 
right. The left foot was fused at the subastragaloid joint, 


with the forefoot fixed in inversion, and almost rigid claw 
toes. The left quadriceps was in good condition. A large 
hard mass, not attached to the skin, lay posterior to the 
internal collateral ligament of the knee-joint, and a smaller 
soft cystic swelling lay medial to the patella. There was no 
effusion into the joint. Extension 180°, flexion 80°. Slight 
lateral mobility of the joint, but no laxity of the cruciate 
ligaments. The skin of the leg was quite normal. 

Radiography showed a dense mottled sclerosis of the femur, 
patella, tibia, and astragalus of the left leg. All the changes 
were on the medial side of the bone and densest near the hip, 
knee (see figure), and ankle. There were dense lines of sclerosis 
along the medial sides of the shafts of the long bones of the 
left leg. No bony lesions were found in other parts of the 
skeleton. 


The radiological appearances around the joints are 
typical of melorheostosis, but the straight lines of sclerosis 
in the shafts of the femur and tibia present a similar 
appearance to osteopathia striata rather than the candle 
drippings of melorheostosis. In view of the distribution 
of the bony changes—which are confined to one side of 
one lower limb—this must be regarded as a case of 
melorheostosis. 

SUMMARY 

A case of melorheostosis in one lower limb of a young 

male is described _ 
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The main complaint was pain, ional the re was slight 
limitation of movement. There were no skin changes. 
The patient was able to do his job and play football 
without difficulty. 
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NECROTIC JEJUNITIS WITH 
PERFORATION 


J. P. HERDMAN 
B.M. Oxfd, F.R.C.S. 
SENIOR REGISTRAR, OXFORD UNITED HOSPITALS 
NECROTIC jejunitis is a non-specific acute inflammation 
of the upper part of the small intestine, which may 
proceed to perforation or to haemorrhage. It has been 
reported in epidemic form in Germany (Fick and Wolken 
1949) and, under the name of non-specific ulcer of the 





Operation specimen. 


small intestine, in isolated cases in the United States 
(Ebeling 1933, Evert et al. 1948). 

The following case, which presented as a general 
peritonitis, seems to be the second reported in this 
country. The first was described by Young (1949). 


CASE-RECORD 


A woman, aged 60, was admitted as an emergency on 
Jan, 26, 1952. She had had upper abdominal discomfort 
after meals for the previous four months, and had lost about 
a stone in weight. Twenty-two hours before admission she 
had been seized with a sudden very severe generalised con- 
tinuous abdominal pain, and she had vomited several times. 
She had not passed flatus since the onset of the pain. 

On examination she presented the typical appearance of 
general peritonitis. Her temperature was 100°F and pulse- 
rate 108. Her abdomen was rigid, and bowel sounds could 
not be heard. General peritonitis was diagnosed. 

Laparotomy.—The abdomen was opened through a right 
paramedian incision. The peritoneal cavity contained much 
foul-smelling purulent free fluid. A loop of jejunum 9 in. 
long about 4 ft. from the duodenojejunal flexure was 
cedematous and covered with flakes of fibrin. ‘The remainder 
of the jejunum and the ileum was normal, apart from a few 
jejunal diverticula on the mesenteric border. There were 
no diverticula in the thickened segment of intestine. A small 
hole was found in the mesenteric border of the jejanum 
through which jejunal contents could be squeezed. The 
affected segment of jejunum was excised, and an end-to-end 
anastomosis made. 

Convalescence.—The patient made a good immediate 
recovery from the operation, but her convalescence was 
delayed by a pulmonary embolus on the eighth postoperative 
day; this was treated with anticoagulants. She was dis- 
charged from hospital on the thirty-second postoperative day. 

Investigations.—A swab taken from the peritoneal cavity 
at operation contained pus cells but no organisms. Culture 
on blood-agar was sterile. Agglutination was negative to 
salmonella and brucella groups. A fractional test-meal gave 
normal results. No pathogens were isolated from the stools. 
Radiography after a barium meal fourteen days after opera- 
tion showed that the second part of the duodenum was 
dilated, and the third part curled on itself. Stasis was 
present, and there was irregularity of the mucosa of the 
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distal duodenum and mained jejunum, together with some 
filling defects compatible with ulceration. 

Operation Specimen.—The excised segment consisted of a 
portion of jejunum 25 em. in length and bearing several 
ulcers, the largest being 1-3 cm. in diameter (see figure). The 
ulcer bases were occupied by necrotic material infiltrated 
with many polymorphs and with histiocytes. Between the 
ulcerated areas all layers of the jejunal wall were congested 
and infiltrated with plasma cells and polymorphs. In the 
areas of ulceration necrosis and inflammation extended 
down to the serosa and at one point seemed to have perforated 
the gut wall 

COMMENT 

The etiology of necrotic jejunitis is unknown. It 
has been suggested that Clostridium welehii type F may 
be responsible (Zeissler and Rassfeld-Sternberg 1949), 
but in the present case neither this nor any other 
pathogen was isolated from the stools. Necrotic jejunitis 
does not seem to be related to Crohn’s disease. Simple 
closure of the perforation has been suggested as the 


best form of treatment, but, in view of the extent of 

the process, resection and end-to-end anastomosis are 
preferable. 

Radiography fourteen days after 

operation showed well-marked changes 


in the remaining part of the upper small 
intestine. The patient had had symptoms 
of dyspepsia for some months before her 
jejunal perforation ; so it should probably 
be possible to diagnose necrotic jejunitis 
by radiography before perforation or 
hemorrhage brings the patient to hospital 
as an emergency. 


My thanks are due to Mr. A. Elliot Smith 


for allowing me to undertake the care of this case; to Dr. 
W. 8. Holden for the radiological report; and to Dr. H. 
Kramer for the pathological report. 
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SUPPURATIVE ARTHRITIS IN THE AGED 


R. D. BLAcHFoRD 
M.D. Lond., M.R.C.P. 
CONSULTANT PHYSICIAN 


DEGENERATIVE disease is so often found in the aged 
that its presence is apt to be assumed by the physician. 
This assumption leads easily to the further assump- 
tion that, if it is possible to explain any symptom in 
an old person in terms of a degenerative process, that 
explanation will probably be correct. 

Though it cannot be denied that these assumptions 
approach the truth, probability is not certainty, and 
various diseases masquerade as arteriosclerosis, cerebral 
thrombosis, cardiac failure, &c. 

Within a comparatively short time three such cases 
have come to my notice. In each the development of 
pain and uselessness of an arm led to the diagnosis of a 
‘‘ stroke,’ and in each the shoulder-joint was eventually 
found to be fullof pus. I cannot find any specific reference 
to this condition in the aged, but it may well be commoner 
than is imagined and it illustrates the ease with which a 
large collection of pus can be missed at this time of life. 


» SELLY OAK HOSPITAL, BIRMINGHAM 


CASE-RECORDS 


Case 1.—A man, aged 87, had been seized with pain in his 
right shoulder while sawing wood four days before admission. 
The pain had become worse and was very severe. 
had been diagnosed. 

On examination there was a tense effusion in the right 
shoulder-joint, causing great pain on moving the right arm. 
Radiography of the 


A stroke 


The patient was obviously very ill. 
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shoulder showed only an old united fracture through the tip 
of the right acromion. 

Treatment and Death —The shoulder lesion was thought to 
be traumatic, and the arm was immobilised, but the patient 
died three days later. 

At necropsy there was about a pint of pus in and around the 
right shoulder-joint, from which a pneumococcus was grown. 
No bone abscess was found. Bronchopneumonic changes were 
found in both lungs. 


Case 2.—A man, aged 78, gave four weeks’ history of 
cough, sputum, and pain in the right upper chest. At the 
same time he had developed weakness of the right arm, His 
doctor reported that earlier in the illness he had had a 
temperature of 100°F and signs of bronchitis. 

On examination on the day after admission he did not 
appear very ill. There were signs of consolidation over 
the upper lobe of the right lung and an effusion into the right 
shoulder-joint. Pain was not conspicuous, and the first 
comment on the arm in his hospital notes is jat arm 
paralysed and spastic.”” The only other significant finding 
was extensive dental sepsis. A white-cell count showed 7500 
per c.mm. (polymorphs 59%, lymphocytes 26%, monocytes 
14%, Tirck cells 1%). 

Surgical advice was sought, but the patient died suddenly 
and unexpectedly next day. 

At necropsy there was pus, from which no organisms were 
grown, in and around the right shoulder-joint. The right 
subclavian vein was thrombosed, and fragments of ante- 
mortem clot were scattered throughout the branches of the 
right pulmonary artery, the upper lobe of the right lung being 
partially consolidated through infarction, without any 
evidence of suppuration. This condition seemed to have been 
present for some days. A large recent embolism in the right 
pulmonary artery was thought to be the cause of death. There 
was no evidence of pneumonia. 





Case 3.—A woman, aged 69, had been diabetic for nine 
years, and had had a penetrating ulcer on the second right 
toe for two months. Six weeks before admission she became 
bedridden through pain and uselessness of her right arm. 
A stroke was diagnosed. 

On examination she was drowsy but conscious, and her 
urine was loaded with sugar. Her blood-sugar level was 230 
mg. per 100 ml. Her knee-jerks and ankle-jerks were absent, 
and an ulcer on the dorsum of her right second toe had pene- 
trated into the first interphalangeal joint. An effusion into 
the right shoulder-joint caused considerable pain on move- 
ment of the arm. Aspiration of this effusion produced thick 
pus, from which a coagulase-positive Staphylococcus aureus 
was grown. <A _ white-cell count showed 6000 per c.mm. 
(polymorphs 87%). 

Treatment and Death.—The patient remained afebrile but, 
despite systemic and intra-articular penicillin, died after 
eight days 

At necropsy the right shoulder-joint was full of pus, which 
had also tracked among the shoulder muscles. No abscess was 
found in the bone. 

DISCUSSION 

Apart from gonococcal disease and penetrating wounds 
of the joints, suppurative arthritis is usually pneumo- 
coccal or associated with osteomyelitis, when it is usually 
staphylococcal. Of 248 pneumococcal cases 16% were 
in the shoulder, and of 187 patients 10 were aged more 
than sixty-five (Bulkley 1914, Keefer et al. 1934, Bloom- 
berg 1935, Eggers 1936, and Blankenhorn and Grupen 
1943). Of the cases associated with osteomyelitis the 
combined figures of Bisgard (1932), Wilensky (1934), 
and Blaisdell and Harmon (1942) give an incidence 
of 8-5% in the shoulder. In Blaisdell and Harmon’s 
series, where age is stated, 2 out of 57 patients were aged 
more than sixty-five, and these workers comment that 
in adults arthritis tends to appear rather than osteo- 
myelitis. A similar comment is made by Leavitt (1940). 
These data tend to show that among suppurating joints 
the shoulder is not a rarity and that it has been observed 
in the aged (Blankenhorn and Grupen’s oldest patient 
was aged ninety). 

As regards the source of infection in the present cases, 
it seems clear that the toe was responsible in case 3. 
In case.1 the lungs seem most Jikely. It is, however, hard 
to believe that the old man was sawing wood with an 
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established pneumonia. Since the changes found in the 
lungs post mortem were no more than those expected in 
one who has spent four days dying, perhaps the primary 
lesion was a bronchitis. In case 2 there were two possible 
sources—the teeth and the lungs. Unfortunately the 
organism is unknown, and further speculation is futile. 
CONCLUSION 
I do not suggest that joint suppuration is a common 
cause of uselessness of the arm. My point is that such 
suppuration can occur in aged people and can be missed ; 
and that, when a swollen painful joint occurs in such a 
patient, the presence of pus should be seriously con- 
sidered. 
SUMMARY 
Three cases of suppurative arthritis of the shoulder- 
joint in aged persons are described. 
In each the first diagnosis was a stroke. 
All were fatal. 
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New Inventions 


DIAMOND-TIPPED AMPOULE CUTTER 


SEALED ampoules containing reagents or medical 
preparations are generally opened by scratching the glass 
of the neck with a file and snapping it off. It is often 
difficult to make a suitable scratch with a file on an 
ampoule containing liquid, owing to one’s natural hesi- 
tancy towards applying any force to such a container. 
In addition, a file scratch often produces a jagged cut 
which is not only a menace to the operator but also may 
produce glass__ splinters 
which fall into the solution. 
A file rusts and is difficult 
to keep clean. A simple 
ampoule cutter, provided 
with a diamond point, has 
been designed to overcome 
these disadvantages of a 
file. 

The cutter can be readily 
made at any diamond-tool 
shop by bending 18-gauge 
stainless-steel strip into the 
shape illustrated, and braz- 
ing a small diamond on to 
the point as in making a 
glass cutter. The diamond 
need only be 3/, carat, 
and should preferably be a 
sharp-pointed octahedron. 
Unlike the glaziers’ dia- | 














mond, it does not require 
to be polished. 

In operation, the neck of 
the ampoule rests in the crook of the cutter, and with slight 
pressure of the thumb the diamond is brought in contact 
with the glass. By rotating the ampoule between the 
forefinger and thumb of the other hand, while main- 
taining a steady pressure of the diamond against the 
glass, an annular scratch is made, avd the neck of the 
ampoule can be broken off cleanly and without effort. 

The cutter is inexpensive, compact, light, easy to 
operate, and rustless, and will accommodate all sizes of 
ampoules. It should be a useful addition to the equipment 
of the medical profession. 


eae | 
hs 


R. 8S. YounG 
PH.D., F.R.1.C. 
G. B. DAUNCEY 


Diamond Research Laboratory, 
C. LOMAN 


Johannesburg, South Africa 
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REVIEWS 
Reviews of Books 


Prostatectomy: A Method and its Management 
CuHarLes WELLS, professor of surgery, 
Liverpool. Edinburgh: E. & 5S. 
Pp. 103. 24s. 

THIS monograph clearly describes the Wilson Hey 
operation, its indications, complicat ions, and results. As 
Professor Wells maintains, any competent general 
could follow the well-illustrated description 
readily, whether he had seen the method or not, and 
could do the operation successfully. 


Livingstone. 1952. 


surgeon 


The management of the cases, with particular reference to 
fluid and electrolyte balance, is well described, and there is 
a short but interesting chapter on the history of the operation. 
The chapter on pathology, however, is somewhat superficial, 
and the chapter dealing with results is not fully satisfying. 
Professor Wells separates his personal cases from those of 
his colleagues, which suggests that he has, after all, some 
doubts whether the operation can be done by any competent 
general surgeon. Some inconsistencies mar the generally good 
impression. Thus he holds to Wilson Hey’s retrograde 
catheterisation, as being necessary to maintain asepsis; but 
he arranges the towels so as to permit the insertion of a finger 
into the rectum during the operation. Many urologists will 
disagree with the omission of preoperative cystoscopy, and 
many more will doubt the wisdom of giving a frail old man 
10-11 pints of intravenous fluid in the first 24 hours after 
prostatectomy. 


The main teaching is sound, reflecting the modern 
belief in immediate prostatectomy for acute and chronic 
retention of urine. 

Professional People 
Roy Lewis and Ancus Maung, M.P. 
House. 1952. Pp. 254. L8s, 


London: Phoenix 

Nospopy with any responsibility for guiding the affairs 
of his profession can afford to neglect’ this masterly 
account of the present situation of professions in general 
and the dangers facing them. The authors believe that 
professional people have inherited the leadership in 
Britain today, but their “ tradition of self-examining 
integrity and self-forgetful service’ is in peril.  Pro- 
fessionalism is all the fashion, and professional status 
is claimed by technicians, tradesmen, brokers, social 
workers, administrators, and hairdressers; but these 
callings are not really based either on instruction in a 
body of fundamental knowledge or (more important) on 
a fundamental moral code. Indeed “any claim which 
engineers, scientists, and technologists may have to be 
regarded as professional from the ethical point of view, 
derives very largely . from their being ‘the same 
sort of people’ as doctors, lawyers, teachers, and 
parsons.’ Yet the professional tradition is badly needed 
“to mould, and to civilize, the specialists of the future.” 
Believing that ‘* the basis of professional morality lies in 
the fiduciary capacity of the man practising his pro- 
fession,’’ Lewis and Maude conclude that ‘* the standards 
of any modern profession are ultimately maintained 
by the example set by private practice,’ and they 
implore doctors to retain a proportion of fee-earning 
practice, both for this reason and to keep in repair for 
N.HLS. practitioners * a last citadel of freedom to which 
all can, at need, turn for safety and self-respect.’’ They 
do not think that the N.HLS. has yet shown clear signs 
of the insidious dangers which were freely forecast, and 
they congratulate all concerned; but in endorsing a 
statement that doctors must ‘ remain the servants of 
their patients, and personally responsible for their work,” 
they point out that the problem is to translate this into 
practice. One possible means to this end, which they 
also endorse, is that doctors (like lawyers under the 
Legal Aid Scheme) should be paid not directly by the 
State but through a professional body. 

An independent medical profession, in Lewis and 
Maude’s view, is second in importance only to an inde- 
pendent judiciary; and, for all their gloom, they 
recognise that learned institutions, frail as they may 
appear, can, simply by their professional standing, 
develop a strong protective front against State power. 
Moreover, codperation between professions, both locally 
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and nationally, can be useful. In short, members of the 
true professions 

‘need ...to work much harder to strengthen an influence that 
waning; they need to protect themselves and 
defend their ideals; they need to face the fact that they 
are an aristocracy, of a sort, and to understand and uphold 
the personal attainments, as well as the exercise of power, 
which is implied in that word. They certainly need the 
humility which self-knowledge demands, and should discard 
the dangerous false modesty of pretending to be 
people—only an expert in this or that.’ ” 


Lewis and Maude have much more to say about 
medicine, and quotations from their opinions have 
appeared in our leading articles of Dec. 20 and again 
this week. They write with an agreeable touch of 
wickedness, and many will have reason to be grateful 
both for their perspicacity and for the expository skill 
already shown in their English Middle Classes. 


is already 


*‘ ordinary 


A Marriage Manual 
HANNAH M. STONE, M.D., late medical director, Margaret 
Sanger research bureau and marriage consultation centre 
at the Community Church, New York; ABRAHAM 
STONE, M.D. Gollanez. 1952. Pp. 314. 12s. 6d. 

THE early editions of this book established it as an 
outstanding piece of hygiene teaching. In its revised and 
rewritten form it is among the best works on marriage 
guidance now available. The good sense and humanity 
of its approach are much to be commended. The revisions 
are radical, and include material derived from very 
recent research. The rather unusual question-and-answer 
presentation, simulating or reproducing a personal inter- 
view, has been preserved. In the hands of these authors 
it is highly successful, and makes the book a valuable 
model for the inexperienced marriage-counsellor. — It 
warns him of the type of question to expect (all the 
recurring decimals of sexual and psychological supersti- 
tion are here) and provides accurate replies. For the 
patient it is intelligible, reassuring, and explicit. The 
treatment is factual; issues of conduct are dealt with 
at an adult level; and the style is dignified without 
being ponderous. The book should be read by every 
medical student. 


London : 


Connective Tissues” 
Transactions of the Third Conference, February 14-15, 
19 New York. Editor: CnarLes RAGAN, department 
of medicine, College of Physicians and Surgeons, Columbia 
University, New York. New York: Josiah Macy, Jr., 
Foundation. 1952. Pp. 166. $3.50. 





THE report on the first conference on connective tissues 
was marred by the inconsequentiality which besets 
impromptu discussion. The speakers at the third con- 
ference adroitly avoided this, and have produced stimu- 
lating debates. Perhaps the section most interesting to 
the general reader is that on hypersensitivity and the 
hyperadrenal state, which underlines the variability of 
antibody response among individuals within a species, 
and discusses much experimental work on the effect of 
cortisone on antibody production. A section on the 
structure of connective tissue contains some fine electron 
micrographs of collagen. Staining of connective tissue, 
and the differences between collagen and reticulin, are 
the subjects of the remaining sections, which give 
expression to a number of opinions without perhaps 
adding much to the sum of knowledge on these vexed 
topics. Two coloured plates of an ‘*‘ allochrome ”’ staining 
method for collagen and reticulin are good, but suffer 
from a transposition of captions. 

Signs and Symptoms (2nd ed. London: Staples Press. 
1952. Pp. 783. 70s.).—Prof. C. M. MacBryde, the editor of 
this book, offers an approach to diagnosis comparable to that 
of the physician at the bedside. In each chapter an important 
sign or symptom is described, and the mechanism of its 
production is discussed from the anatomical, physiological, 
and pathological angles. This second edition includes some 
new chapters on pigmentation of the skin, bleeding, and 


vertigo. The text is well and fully illustrated. This work 


usefully bridges the gap between standard textbooks and 
bedside teaching. 
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TAB. ACID. ACETYLSAL. SOLUB. (C.P.L.) 

an elegant and freely prescribable 
calcium-aspirin tablet 
soluble stable palatable 


non-irritant and rapidly effective 


Each tablet contains Sgr. acetylsalicylic acid in combination t 


‘o fo rm the nascent calcium sal 
Packings: 40, 100, 250, 500 and 1,000 tablets 





“C.P.L.” preparations are not advertised to the public and may be freely prescribed 





an all-purpose sedalgesic for sedation and nervous insomnia 


dormiprin persomnia 


contains carbromal (150mg) and bromvaletone (50mg) 


contains carbromal (195mg) and 
combined with alkal ized aspirin (250mg) 8) 


bromialetone (65mg) 





Samples and literature on request 
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Trihexyphenidyl, also known as benzhexo! 

hydrochloride, is now manufactured in 

Britain under the name ‘ PIPANOL’. 
Full-scale testing has indicated its value 

in all forms of Parkinsonism, while side- 

effects are negligible. 

2mgm. & 5 mgm. tablets. Packings of 100 & 250. 
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WHILE MAN SLEEPS 


The badger emerges from its ‘cete’ 
or burrow, and makes nocturnal 
expeditions in search of its food. 
But some of mankind, too, 

are awake—unwillingly. 

Their problem ts: 


soothing 





the cough that 


Causes IMSOmMna 


IN TRACHEITIS and bronchitis the sleep- 
lessness caused by a persistent, unpro- 
ductive cough can be very exhausting. 
Tusana Cocillana Cough Linctus is very 
valuable in such cases. It provides a 
blend of expectorants to loosen the 
tenacious mucus in the upper air passages 
and the central sedative, codeine, to 
depress the cough reflex. 


By breaking the vicious circle of cough- 
ing and irritation, Tusana allows the 
patient to sleep and gather strength for 
recovery. The tendency of codeine to 
cause constipation is offset by the inclusion 
of a little extract of senna in the formula. 


Supplied in bottles of 4 fl. oz. — 2/104d. 
and 20 fl. oz. — 10/74d. 
Net prices in Gt. Britain to the 
Medical Profession. 


TUSANA 


COCILLANA COUGH LINCTUS 


Descriptive literature available from the Medical Department, 
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More Doctors or More Ancillaries ? 


THE behaviour of our generation sometimes recalls 
that of SrepHEN LEAcocK’s young man whose distress 
of mind led him to jump on his horse and gallop off 
madly in all directions. Traditionally the New Year is 
a time for reflection—a time for drawing rein so as 
at least to see what road we are taking. If we knew 
where we were going we might well prefer to go some- 
where else ; and we might even be able to direct the 
horse accordingly. On such hopeful assumptions 
let us begin the year by considering some present 
tendencies in our society and profession. 

Tie past quarter of a century has seen a much 
intensified drive towards social and economic equality. 
Last week Sir GEOFFREY VICKERS ! described how the 
siege economy of Britain during and since the war 
has obliged us to share the essentials of existence, and 
how we have found ourselves paradoxically promoting 
more and more personal security at a time when its 
basis in national security grows more and more shaky. 
The explanation is that during the war we became a 
far more closely knit community, in which it seemed 
wrong as well as dangerous that any other member 
should be allowed to fall below the level of decent 
subsistence or that his children should lack oppor- 
tunity to prove their abilities. We also came to 
believe—and most of us still believe—that good 
education for everyone, good medical services for 
everyone, good houses for everyone, good working 
conditions for everyone, and a degree of security for 
everyone are all, in the long run, paying propositions, 
and that a modern industrial nation simply cannot 
afford ignorance, disease, squalor, and poverty when 
these can be largely or even entirely prevented by 
applying modern knowledge. Accordingly, as a nation, 
we set in motion some major schemes of improvement ; 
and these are now having some interesting incidental 
consequences. The modern knowledge that has needed 
application is possessed only by the professional or 
technical expert ; and, in many different ways, direct 
and indirect, the State has had to pay professional 
people to perform services that individual members of 
the public could not possibly afford to buy. As 
Lewis and MAUDE point out in the book we review 
on p. 28, our Governments’ programmes since the 
war have been creating so much new work for the 
professions, and for experts generally, that everywhere 
there is a shortage of people trained to do it. The 
State has in effect been subsidising the professions, 
which without such subsidy would probably have 
declined in livelihood and numbers, because the true 
cost of their services is rapidly becoming too high for 
even their former clients to meet. 

To be in great demand is in some ways an agreeable 
situation. Bureaucracy may, as Lewis and MAUDE 
say, be ‘a voracious user and spoiler of professional 
talent,’ and it will always threaten the professional 
freedom and responsibility that are essential for really 
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good work ; but the medical care of the people of this 
country is certainly far better at present than it would 
have been without large Government expenditure on 
its provision. The danger, as LEwis and MAUDE see 
it, lies in a later lowering of standards when the State 
finds that it has undertaken to do more than it can 
pay for. Having accepted the principle that, so far as 
education or medicine is concerned, every citizen 
has equal rights, the State must try to provide the 
best for everybody—which is as inconvenient in 
practice as it is difficult in logic. 

‘“If you promise to make ‘ the best available to all,’ 
you cannot pick and choose among priorities. You cannot 
tot up the figures and say, ‘ we can afford the best possible 
treatment to eliminate the scourge of tuberculosis, and 
we can give a 100 per cent. dental service to children and 
expectant mothers—because we think these priorities 
will pay the best dividends on the investment—but we 
shall have to cut down on hearing aids and massage.’ 
This is to admit that no attempt is to be made to make 
the best available to those who are neither tubercular 
nor pregnant, but who do happen to be deaf and suffering 
from fibrositis. Social justice would be outraged by such 
arbitrary decisions. The result, of course, is that the 
best is made available to no one at all.” 

Actually it is pretty generally understood that, outside 
utopia, the best of everything cannot be guaranteed 
for everyone, even in a national service. 

““A modicum of legally enforceable rights may be 

granted,” says MARSHALL,? ‘‘ but what matters to the 
citizen is the superstructure of legitimate expectations. 
. . . It may be possible for every citizen who wishes it 
to be registered with a doctor. It is much harder to ensure 
that his ailments will be properly cared for. And so we 
find that legislation, instead of being the decisive step 
that puts policy into effect, acquires more and more 
the character of a declaration of policy that it is hoped 
to put into effect some day.” 
Most of us recognise this. Nevertheless, as MARSHALL 
adds, in a progressive society the expectations of the 
public are bound to rise: “the target is perpetually 
moving forward, and the State may never be able to 
get quite within range of it.’ And it is here that 
Lewis and MavupE foresee trouble for the professions 
which work the social services. When funds prove 
insufficient to supply all that the public has been led 
to expect, the State may let the quality of its benefits 
go down in order that it may still provide them in 
the promised quantity. This, in their view, has 
already been happening in the teaching profession, 
as a result both of the increase in the number of 
school-children and of “the rash promises” of 
better education for all. The general average over 
the whole educational terrain may not have fallen 
very greatly ; but many young men and women are 
qualifying as teachers who would not have been 
acceptable before the war, the decline in standards 
of grammar-school teachers (with its serious implica- 
tions for the next generation) has become notorious, 
and unqualified persons are being sought to assist in 
the control and instruction of over-large classes. 

The preservation and improvement of medical 
standards in the interest of the public is one of our 
primary duties, and the fact that, mainly for econo- 
mic reasons, our care of patients is now organised 
and financed by the State must not be allowed to 
lead to deterioration of these standards. Lewis and 
MavpE draw attention to one way in which such 
deterioration might take place when they point out 
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that, in the name of economy, a Government might 
refuse to adjust the remuneration of doctors to changes 
in the cost of living and in what can be earned in other 
occupations. Here we have the unhappy precedent 
of the recent and continuing deterioration of the 
medical Civil Service through failure to revise its 
salary scales ; and if the same thing happened in the 
National Health Service we should eventually see 
doctors, like teachers, recruited from young men and 
women of inferior ability and attainments. This 
financial danger, however, can hardly be regarded as 
immediate ; and we may also dismiss for the moment 
the possibility that the State will be foolisa enough to 
cease its comparative generosity to the grammar 
the teaching hospitals. If a 
warning parallel is to be drawn between the educa- 
tional and medical professions, it is the employment 
of unqualified persons as ancillary school-teachers 
that seems most nearly comparable to developments 
in medicine. Indeed the proper use of ancillaries is a 
major issue on which doctors ought to be clearing 
their minds and forming a considered opinion. 

It is easy to see that rapid expansion of a profession 
in response to State subsidy endangers both its quality 
and status: if the need to expand becomes an excuse 
for recruiting the second-rate, a vicious spiral is soon 
in operation. Hence for our own part we should 
endorse Lewis and MAupE’s warning against this 
form of professional dilution or inflation ; and it may 
be remembered that more than a year ago we suggested 
that the intake of medical students was already too 
high and should be re-examined.? The fact remains, 
however, that there is a vast amount of work to be 
done by somebody ; and we do not share these authors’ 
apparent objection to the other form of * dilution ”’ 
which consists in employing people with lower quali- 
fications to do a large proportion of it. Whereas 
they disapprove of the proposal to allow dental 
ancillaries to fill and scale children’s teeth under the 
supervision of a dental surgeon, to us this seems a 
rational and economical way of meeting an admitted 
need while safeguarding the professional position of 
the qualified dentist.4 If there are not enough dentists, 
or doctors, to do what is required of them, the choice 
before each profession is between (a) delegating some 
of its work to ancillaries and (6) enlarging its own 
membership. If, in choosing enlargement, it makes 
the mistake of opening its doors too wide, the result 
will inevitably be a lowering of standards and status ; 
but no such harm need follow judicious delegation of 
work, which on the contrary can be a means whereby 
standards and status are maintained and enhanced. 
Actually, of course, doctors have long made steadily 
increasing use of ancillaries of every kind, from nurses 
to chiropodists, from speech therapists to psychiatric 
and there are those who feel that, 
whatever the advantages may have been in the past, 
the claims of some of these groups of technicians to 
be members of sister (rather than daughter) profes- 
sions > have now begun to weaken the position of the 
qualified medical practitioner. Sir HENEAGE OGILVIE, 
for example, looks on the tendency with foreboding : 


schools of medicine 


social workers ; 


“* It is easy,” he says, “ to see how a ruthless Minister 
of Health, determined to reduce the cost of the service 
and to break the cartel of doctors, could set about to 
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dilute labour. An optician would see all cases referred to 
ophthalmic outpatients, keeping only the unusual ones 
for the ophthalmologist. A nurse, given a course in the 
use of specula, could, with the help of a welfare worker, 
deal with two-thirds of the otolaryngological out- 
patients. A chiropodist with a box of Scholl’s supports 
would lighten the work of the orthopedic surgeon at 
outpatients, and a plaster technician would do the same 
for him in the theatre. In general surgery the meticulous 
but tedious work of opening and closing wounds could be 
handed over to an unqualified assistant, allowing the 
surgeon to do twice as many operations in a session.’ & 
Nor is this picture as fanciful as it may sound. We 
shall shortly be publishing an analysis of the activities 
of child-welfare clinics from which it is deduced 
that “ the advisory work of the clinic medical officer 
might now be taken over by the health visitor” ; we 
hear murmurs that much more of the work of radio- 
logists could be just as well done by radiographers ; 
and we see practitioners at experimental health centres 
provided with clerks to do their paper work and nurses 
to do their dressings and injections. Is this kind of 
dilution of medical labour really an insidious peril to 
the sound practice of medicine ? Or is it merely a 
victory for common sense ? Before it goes much further 
we shall all have to decide whether we approve or 
deplore it, whether we should welcome or resist it. 
With so many different kinds of technician taking 
part in medicine “ the distinction between work which 
requires and work which does not require a medical 
qualification is blurred,” as FFRANGCON RoBeERTs has 
remarked.’ Yet it is still perfectly clear that the care 
of patients, with ultimate responsibility for them, 
is the function of a medical doctor, who alone is 
qualified to undertake it. Whatever help we may 
accept from ancillaries, the task falling on our profes- 
sion is and must remain immense. There are some 
50 million people in this island, all of whom should 
be equal in our eyes and every one of whom is entitled 
to expect, whenever he needs it, the attention and 
care not of an orderly or a laboratory assistant or a 
photographer but of a fully capable medical practi- 
tioner—that is to say a man or woman with courage, 
energy, understanding, and the wide knowledge 
required to enable his patients to gain rather than 
lose by advances in technique. A little knowledge is 
no less dangerous because its possessor deprecatingly 
describes himself as a G.P.; and one thing we must 
certainly resist is the tendency, by depriving him of 
clinical responsibility, to create an ignorant kind of 
practitioner who while retaining the title of doctor 
and the nominal charge of patients is really little more 
than a contact man prepared to make arrangements 
with hospitals and specialists. The interests of the 
public will be ill served by any change that prevents 
our profession from securing the ablest and most 
devoted of the young men and women who feel that 
they have a vocation either for practice or for the 
more technical side of medicine; and they will be 
equally ill served by our accepting entrants who are 
neither able nor devoted. But if in fact we reach the 
conclusion that the only practicable means of preserv- 
ing good standards and conditions of work is a closer 
restriction of our intake of students, surely we must 
then accept the obvious alternative to more doctors 
namely, more ancillaries. The further dilution of 
medical labour by ancillaries need not be damaging 
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provided everyone acknowledges that the person who 
is in clinical charge of the patient at any given time, 
be he consultant or practitioner, is the leader of the 
team working for that patient—even if all the other 
members of the team are fellows of the Royal Society. 
And this position of leadership could scarcely be 
challenged except for one reason—that the doctor's 
calibre had been allowed to fall below what is necessary 
for discharging his supreme responsibility. , 
Thus, as happens so often in New Year reflections, 
we are brought back to ourselves. Though it may be 
more congenial to try to stop a technological tide 
from rising, or to put back a social clock, it is probably 
better in the end to concentrate on keeping, or setting, 
one’s own house in order. The moralists—always so 
busy at this season—remind us that in the long run 
& man’s status and influence depend on what he is 
and does; and if our profession proves itself able 
and willing to give people all the help they ought to 
get from doctors, it need have no fear of social 
tendencies or any other threat to its future. 


Atelectasis Neonatorum 

PREMATURITY accounts for a large proportion of 
neonatal deaths, and commonly the cause of death 
is failure of the respiration for one reason or another. 
The death of such infants is likely to cause particular 
distress to the parents, since it seems that prematurity 
is especially common among older women and those 
who have already had an abortion or stillbirth. The 
full-term infant, also, may fail to breathe after birth. 

At birth the lungs of the mature infant are struc- 
turally not unlike those of an older person, in that the 
lung alveoli are lined by thin flattened epithelium and 
have a rich supply of capillaries; there is a con- 
siderable amount of elastic, and not much connective, 
tissue. In other words, the lungs are sufliciently 
developed to permit the easy exchange of gases as 
soon as respiration begins. The mature baby also has 
active reflexes, a responsive respiratory centre, and 
fairly strong thoracic muscles. PoTrer! believes 
that immaturity of the respiratory centre is probably 
never responsivle for failure to breathe after birth ; 
but the premature baby has a number of disadvantages 
whose degree Gepends on its age since conception. 
Firstly, the lings are not only small in relation to 
its size, but poorly developed ; many of the alveoli 
are lined by cubical epithelium, which forms a 
relatively solid barrier between any entering air and 
the inadequate number of capillaries in the alveolar 
walls. Secondly, the respiratory muscles are weak, 
and the infant may become exhausted by the efforts 
demanded of it. In both mature and premature 
babies respiratory failure often follows atelectasis. 
On au earlier page of this issue Dr. DonaLp and 
Dr. Lorp discuss some of the factors responsible for 
this state of affairs, and describe methods they are 
pursuing to help the infant struggling for breath. 
Often asphyxia causes atelectasis, which may, 
in turn, lead to further asphyxia. Intra-uterine 
anoxia can initiate respiratory efforts by the foetus 
which result in the inhalation of liquor amnii. This 
is probably not serious to the healthy full-term infant; 
and, in fact, it may be a normal, though not a regular, 
feature. In both man and animals movements of a 
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respiratory type have been observed in utero?; and 
‘Thorotrast ’ injected into the amniotic sac has been 
identified some hours later deep in the lungs of the 
foetus. There is some evidence that these respiratory 
movements are more readily initiated in the early 
than in the late foetus.4 The healthy mature baby 
seems to absorb rapidly any amniotic fluid it may 
have inhaled. Both premature and anoxic infants, 
however, deal less effectively with such fluid. Anoxia 
may cause venous and capillary congestion which, 
particularly in the premature baby, readily leads to 
hemorrhages and cedema ; these, in turn, disorganise 
the responses of the central nervous system and 
prevent absorption of fluid from the lungs. In fact, 
the cedema will add to the fluid present in the alveoli 
and render the lungs still more rigid and inexpansible. 
Anoxia, oedema, and atelectasis form a vicious circle. 
Secondary atelectasis is more rare than the primary 
form. Leaving aside cerebral damage and congenital 
defects, it may follow the formation of hyaline 
membrane or pre-existing pneumonia. Owing to its 
elasticity the infant lung contains little residual air ; 
and this may be reabsorbed just before death, giving 
rise to the appearance of atelectasis. 

The obvious requirements for preventing unneces 
sary deaths due to atelectasis are the avoidance of 
prenatal or neonatal anoxia—or, failing this, rapid 
treatment. The simplest treatment is to keep the 
airways clear and provide oxygen and good nursing. 
Kor many infants this is enough; but others need 
more active help, and for this group DonauLp and 
LorD have devised a_ respirator. The first need, 
as always in rational treatment, is to determine 
normal requirements. Neonatal respiration has been 
investigated for many years, but it cannot be said 
that our information is yet satisfactory or complete. 
DonaLp and Lorp describe a spirometer used to 
measure respiration in normal and premature infants. 
This is, in essence, a Krogh spirometer into which 
expired air passes through a simple nen-return flap 
valve. When it is filled to a known extent an electrical 
device empties the float chamber, which returns to its 
resting position, and the filling process begins again. 
The movements of the float are recorded and cali- 
brated. A rubber oxygen mask of United States army 
pattern, applied upside down, was found to fit the 
infant face satisfactorily. This apparatus is useful, 
not only for preliminary determination of normal 
behaviour, but also for assessing whether a baby 
needs assisted respiration, and for clarifying diagnosis 
—for example, to determine whether the respiratory 
difficulty is due to atelectasis or to the onset of 
pneumonia. These workers prefer a mask to a 
plethysmograph ° since it involves less disturbance of 
an ill baby in its incubator; and the apparatus can 
be made cheaply and quickly. Additional information 
was obtained by means of radiography. The normal 
values were somewhat higher than those recorded by 
Cross,° whose figures are probably the most accurate 
yet obtained ; for clinical reasons, DonaLD and Lorp 
could not insist on absolute resting values. Regarding 
lung expansion, they observed full expansion within 
30 minutes of birth. The respirator has been designed 
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for cases in which atelectasis persists or develops 
secondarily. A Drinker-type apparatus did not prove 
wholly satisfactory for this purpose, owing to its 
relative functional inflexibility. Even in healthy 
premature babies respiration may be very irregular,’ ® 
so that one of the dangers of artificial respiration is 
hyperventilation with consequent alkalosis. Further- 
more, newborn infants vary widely in their rate of 
respiration.45 These difficulties have been avoided 
by developing a machine that amplifies spontaneous 
respiratory efforts only. A photo-electric mechanism 
actuated by a light mirror attached to the flap of 
the inspiratory valves, is sensitive to the first 
0-1-0-2 ml. of attempted respiration ; it is effective 
with breaths too feeble to be measured by spirometer. 
Kither negative or positive pressure, or both, can be 
applied to the body. With respirators of the plethys- 
mographic type it has proved difficult to find an 
efficient method of sealing the neck or face from the 
body-chamber. Neck seals hitherto tried may cause 
‘ pistoning ’ of the whole child or, particularly if it 
cries or struggles, engorgement of the blood-vessels 
of the head and neck. DonaLp and Lorp use a 
rapid-setting alginate which can be injected around 
the neck, or around the entire head and neck leaving 
only the face free. The mask is embedded in the 
alginate. They prefer to leave only the face free as 
“ pistoning ”’ is thus avoided, and should spirometry 
be needed readings are more likely to be accurate. 
The alginate can be easily broken and removed by 
the fingers. This method might be thought to restrict 
the sick and restless infant, but it appears to give 
satisfactory results. The alginate remains competent 
at pressures rather lower than — 15-30 cm. water. 
With regard to safe pressures, DoNALD and Lorp 
have seen no harm follow the use of — 40 cm. water ; 
and once they used — 65 cm. with no evidence of 
pulmonary damage. This agrees with the finding of 
SmirH and CuisHoLM ’? that mature, and even some 
premature, babies could exert negative pressures of 
40-50 cm. water. It would seem undesirable to use 
pressure of this degree for more than a short time ; 
and Donaup and Lorp have found that — 15-30 cm. 
water is sufficient. 

These workers follow the usual routine after the 
infant’s birth, and they consider using the respirator 
only if atelectasis persists. Endotracheal intubation 
is avoided, especially in premature infants, and 
gastric oxygen is given instead if the baby needs 
assistance before it can be put in the respirator. 
Fortunately the newborn, and especially the premature, 
infant, seems to withstand pronounced oxygen lack ; 
moreover, the tissues are thin so that a fair amount 
of oxygen passes into the blood from the stomach, 
and the hemoglobin has a greater affinity for oxygen 
than that of the older baby or adult. This respirator 
overcomes the serious disability of weak musculature. 
In the feeble anoxic infant struggling for breath the 
diaphragm exerts a powerful downwards pull. If the 
cohering or blocked alveoli do not expand, the intra- 
thoracic subatmospheric pressure is transmitted to 
the chest wall. This force may be considerable.® 
The soft ribs and weak intercostal muscles are sucked 
in, with resulting sternal retraction. This makes 
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matters worse, since the pressure on the lungs still 
further obstructs the entry of air. When negative 
pressure is applied outside the chest, as in the 
respirator, sternal retraction is prevented and the 
subatmospheric intrathoracic pressure is applied where 
it is most needed—namely, to the lungs. DoNaLp 
and Lorp give a mixture of 50°, oxygen and 50% 
nitrogen. The anoxic infant needs oxygen but not 
carbon dioxide, which is probably already at a high 
concentration in its blood. On the other hand, too 
high a concentration of oxygen is toxic and damages 
the pulmonary epithelium. Cross and WARNER ® 
found in infants, as did Driprs and Comror?!® in 
adults, that 50-60°, oxygen after a short initial 
depression of respiration stimulated ventilation. One 
obstacle to assured success is the formation of hyaline 
membrane. Little is known of the causes of this 
condition, which may supervene after a period of 
apparently normal breathing. At necropsy the 
appearance sometimes suggests that resorption of 
fluid has caused the deposition of granular material 
in an increasingly thick layer, which has blocked the 
alveolar ducts and obstructed the alveoli! Porrer ! 
has the impression that the incidence of hyaline 
membrane has been reduced in the Chicago Lying-in 
Hospital since infants with signs of respiratory distress 
have been given oxygen in which the humidity is 
maintained at 90-95%. 

Dr. Donacp and Dr. Lorp describe their account of 
the new respirator as an interim one; but already 
they can claim three cases, and perhap§ a fourth, as 
successful results as far as saving life is concerned. 
They are, with some success, doing their best to treat 
results ; but we greatly need more information about 
causes, so that fewer newborn infants will have to 
struggle against anoxia. 


Carcinogenic Aromatic Amines 


WE have lately commented?! on the research 
which is being undertaken into the subject of bladder 
papilloma and carcinoma as an industrial hazard 
in the chemical industry. Although this danger has 
been recognised for nearly sixty years, and much 
has been done to reduce the contact of the workers 
with noxious chemicals, the progress towards an 
explanation of the fundamental causes has been 
slow. The dog was the only species known to be 
susceptible to these tumours, so that an individual 
experiment required up to ten years for its comple- 
tion; for a long time attempts to find a reason for 
the unusual localisation of the tumours in the bladder 
epithelium, while all other organs remained apparently 
normal, failed. It was, therefore, an important 
step when BonsErR, CLAYSON, and Juuut ™ found that 
the urine of dogs treated with §-naphthylamine 
contained a carcinogenic metabolite derived from 
this substance. This metabolite was a water-soluble 
orthohydroxyamine, 2-amino-l-naphthol, and_ its 
tumour-inducing properties were demonstrated by 
a new technique of implanting a pellet of the chemical 
suspended in wax into the mouse bladder.'* A series 
of experiments has now confirmed that the meta- 
bolite is carcinogenic, whereas the parent amine 
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is not.44 Moreover, an insight was gained into the 
metabolism of this substance in different species 
—another important landmark in the chemical 
investigation of the disease. $-Naphthylamine is 
only one of a group of some twenty aromatic amines 
which have been tested for carcinogenic activity in 
recent years. Although there is no uniformity in the 
location of the tumours or in species susceptibility, 
these chemicals all tend to induce distant carcinomas 
at sites along the routes of excretion. The addition 
of new carcinogenic members to this group and the 
collection of more information about their mode of 
action may lead to the discovery of a common 
metabolic plan for a diverse, though related, series of 
compounds, some of which are used in industry. 
Scort !® has produced good evidence to show that 
the manufacture and handling of benzidine, another 
aromatic amine, involve a risk of carcinoma to 
the workmen. His extensive investigation confirms 
the findings of BrLLiaRD-DUCHESNE '* and D&sorLLE 
et al.,17 and seems to put the carcinogenic action of 
benzidine beyond doubt. On the experimental side, 
Spitz et al.!§ had already shown that this chemical 
induced hepatic, intestinal, and acoustic-gland tumours 
in rats and (more doubtfully) bladder tumours in 
dogs. A chemical closely related in structure to 
benzidine is 4-aminodiphenyl, which has been shown 
by WALPOLE et al.!® to be carcinogenic in the rat. 
It seems possible that this compound may have been 
present in distillation residues from aniline in dye 
factories, though it is probably not so today. In this 
experiment the commonest tumour was in the large 
bowel; of 14 ratss which survived five hundred 
days, 7 had epithelial tumours of the large bowel, 
the exact nature of the growth being uncertain. It 
may be accepted, however, that the tumours varied 
in their degree of “ progression,’ 2° and that the 
most advanced of them had probably reached early 
malignancy. Methylation is a well-known method of 
increasing carcinogenicity, and when methyl groups 
were substituted in both the benzene rings of 4-amino- 
diphenyl, giving 3 : 2’-dimethyl-4-aminodiphenyl, its 
carcinogenic power was much greater. Intestinal 
tumours were commoner and they developed earlier 
in both large and small intestines. MILLER et al.” 
also found that another methylated diphenyl (N : N- 
dimethyl-4-aminodipheny]) induced tumours in various 
organs (but not ia the bowel) earlier and more often 
than 4-aminodiphenyl did in the later experiments 
of WALPOLE and his colleagues. The latter con- 
cluded that the effective carcinogen in all these 
cases was a metabolite of the particular amine being 
tested, and that in the rat these metabolites were 
excreted in the bile. They suggested that, by analogy 
with the work of BonsErR et al.!? and others, the 
effective metabolite is an orthohydroxyamine, and 
that when o-methyl or N : N-dimethyl substitution 
takes place, metabolic hydroxylation is “ steered ” 
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17. Désoille, H., Hochfield, M., Aboulker, P. Ibid, p. 149. 
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into the ortho position relative to the amino group, 
and carcinogenicity is increased ; but these interesting 
suggestions as yet lack experimental proof. 

An American group,™ led by the Mriuers, have 
investigated some aromatic amines and azo com- 
pounds in another way. They have done much 
work on fluorine substitution in various positions 
in the benzene-ring systems of these compounds. 
The effect of this substitution is to form a tight 
bond so that particular positions can be blocked, 
as it were, against metabolic activity. They con- 
cluded that the amino-azo dyes are carcinogenic 
to the extent that they are methylated in vivo and 
bound to the liver protein. 

The metabolism of the aromatic amines in the 
widest sense lends itself well to organic chemical 
analysis ; and it would be valuable at this exciting 
stage of the inquiry into their carcinogenic properties 
to try to forecast which compounds should most 
profitably be tested. Each amine requires months 
of careful study in at least two species (the dog 
and the rat or rabbit) before the final investigation 
of the carcinogenic power of its metabolites can be 
made. Nevertheless, remarkable progress has been 
made in a few years, and it ‘is reasonable to hope 
that the problem will be solved before long. The 
knowledge thus gained may point the way to fruitful 
investigation of the metabolism of other types of 
compound. Doctors who see many patients with 
malignant disease every day are sometimes irritated 
by the reports of work on this carcinogen or that 
—work which seems to them to be far away from 
human disease. But research of this kind is essential 
to an understanding of the way in which the body 
is likely to react to carcinogens, and it therefore 
has an important place in the complete picture of 
malignant disease. 


Annotations 


“DISABILITIES” 

OvrR series of articles, written by people disabled by 
disease or injury, have been widely read ; and we may 
say—without taking credit to ourselves—no wonder, 
These writers, setting out to show how they have got the 
better of their handicaps, in great ways or small, 
unconsciously display so much courage, cunning, and 
humour that the collected pieces are a testimony to the 
human spirit. They have now appeared as a book,® 
which should, we think, appeal to laymen as well as 
doctors. 

A CHALLENGE MET 


Last summer Denmark was 
poliomyelitis which was far 
previous one in that country. Professor Lassen, whose 
account of his experience in Copenhagen during the 
past six months appears on a later page, is probably 
right in supposing that ‘‘ nothing comparable has ever 
been seen in Europe.’? Between July 24 and Dec. 3, 
866 cases with paralysis were admitted to Blegdam 
Hospital, Copenhagen ; and 316 of these required special 
measures—such as tracheotomy, artificial respiration, 
postural drainage, or a combination of these. In four 
months the hospital dealt with three times as many 
cases with respiratory insufficiency,. paralysis of the 


struck by an epidemic of 
more severe than any 
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ninth, tenth, and twelfth cranial nerves, and involvement 
of the bulbar respiratory and vasomotor centres as in 
the preceding ten years. 

With rare exceptions death in the acute phase of 
poliomyelitis is due to respiratory failure or embarrass- 
ment, either from involvement of the anterior-horn 
cells leading to impaired movement of the diaphragm 


and intercostal muscles or from damage to the bulbar 
area. Since the introduction of Drinker’s tank-type 
respirator in 1928, muc h attention has been given to 


developing similar but smaller machines, such as the 
cuirass type. Intelligently used, these machines have 
tided over a crisis many patients who would otherwise 
have succumbed ; less happily, they have created a 
tragic problem in the invalid who depends permanently 
on the respirator. Respirators, however, will rarely help 

and indeed are more likely to harm—patients with 
respiratory insufficiency from lesions of the lower group 
of cranial nerves. The fatalistic attitude towards severe 
respiratory paralysis has been countered by the strong 
advocacy of tracheotomy by American workers, notably 
Bower?! and Galloway.2. In Britain this method has 
only occasionally been practised, though Kelleher,’ 
impressed by the American claims, made a plea for 
team-work to further its On this side of the 
Atlantic, however, it has been left to Professor Lassen 
and his fellow-workers to apply on a large scale this 
method in conjunction with others. 

His figures show that the method has helped to reduce by 
more than half the mortality from bulbo-spinal respiratory 
paralysis. This improvement has been achieved largely 
by combining tracheotomy with positive-pressure res- 
piration by manual compression of a rubber bag. The 
use of such a device as an accessory to tank-type 
respirators is commonplace ; but complete dependence 
on it is something new, originating perhaps in Denmark’s 
shortage of mechanical respirators which, despite the 
ready help of neighbouring countries, have been far too 
few for all the cases. By the Copenhagen scheme a 
closely fitting inflatable-cuff tracheal tube is applied 
through a tracheotomy, and artificial respiration is 
maintained indefinitely (in some cases for more than 
three months) by manual rhythmical compression of the 
bag, at a rate of 16 to 30 per minute. Additional 
measures—and notably tracheal suction—are applied as 
need arises. 250 tracheotomies have been done in the 
316 cases requiring special measures. The results varied 
with the sex and age of the patients, being worst in 
men (56% mortality) and best in children. It is notable 
that of 10 patients with spinal-type respiratory paralysi 
who were treated exclusively in tank-type respirators, 
all but 1 survived ; which emphasises the value of such 
apparatus in selected cases. Among 11 children treated 
by respirator and tracheotomy 45° died, compared 
with 38° in a group of 74 children treated by tracheotomy 
and positive-pressure (bag) ventilation. 

If, as seems possible, this technique marks an advance 
in the treatment of bulbo-spinal poliomyelitis, it repre- 
sents a triumph for enterprise in the face of an over- 
whelming outbreak. On the human side our Danish 
colleagues should be congratulated on mustering the 
large amount of skilled help that the new technique 
requires. ‘To compress a rubber bag at a constant 
rhythm will tire the most enthusiastic after an hour or 
two; and the operator has also to keep a watchful eye 
for the restlessness or irritability that is the first token 
of oxygen lack, and which usually calls for tracheal 
suction. Any who have visited Blegdim Hospital will 
attest to the patience and efficiency with which students 
are doing this work—and to the remarkable conteniment 
of the patients. 


use, 
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A SURGICAL INQUISITION 

Wou cp the standard of surgery in a particular hospital 
be raised if a more searching assessment of the results 
was made by independent observers? An experiment 
has been carried out in the United States to see whether 
it would. In a certain hospital a committee of 7, com- 
posed of 5 general surgeons, an orthopiedic surgeon, and 
a pathologist, held a monthly meeting to scrutinise 
the results of the operations performed and to judge 
their value. In every large hospital an unknown small 
proportion of operations are performed which are later 
proved to be unnecessary. Perhaps the preoperative 
clinical examination could have more detailed ; 
perhaps the surgeon could have sought a second opinion 
with advantage ; or perhaps further investigations could 
have been profitably performed. The object of the 
American committee was to correct these errors by 
analysing case-histories in the light of the pathological 
reports and the patient’s ultimate condition. 

To begin with, the committee considered cases with 
fell into one of six categories: (1) operations involving 
the reproductive organs; (2) appendicectomies; (3) 
operations after which the pathologist reported little or 
no pathological change in the organ removed; (4) 
operations which were followed by an abrupt change in 
the diagnosis; (5) emergency operations; and (6) all 
operations in which no tissue was removed—e.g., uterine 
suspensions. The committee were hard at it, for every 
month 100 cases came before them, so each member took 
on one of the categories. If he had any criticism to 
make, the whole committee then discussed the particular 
case. Not unexpectedly, each meeting lasted for four 
hours or so. It was not only the operating surgeons who 
had to face this criticism ; for the advice of the con- 
sultants was also examined. When the work of the 
committee got going, the numbereof normal appendices 
removed was greatly reduced in a few months. For 
example, the records showed a considerable difference 
between two surgeons: Mr. X took out few normal 
organs whereas Mr. Y removed many ; a word to Mr. Y 
and his ‘‘ normal’’ figures fell. The committee thought 
that too many suspensions of the uterus were being 
performed, so rules were drawn up setting out the 
conditions that justified this operation. A considerable 
fall in the number of suspensions followed. The work 
of the committee is also said to have encouraged more 
careful note-taking and prompted a search for more 
confirmatory evidence before deciding to operate. 

But there are better ways of encouraging good work. 
Probably the best is to train the apprentice surgeon 50 
well that he would never think of operating before he 
had sought all possible evidence. The selection of men 
for senior surgical appointments is difficult enough on 
professional qualifications alone, but it should also 
include an estimate of the candidate’s pertinacity in 
seeking such evidence and his thoroughness in weighing 
it; for the successful applicant must share the task of 
training the younger men. Moreover, can we be certain 
that a committee will judge correctly ? Personal 
considerations are certainly eliminated by identifying 
the case-reports by number only; but may not the 
committee, by laying down rules, actually hinder 
progress or prevent the best being done for the patient ? 
Must we accept the rigid belief that appendicectomy is 
only justified when pathological changes can be demon- 
strated in the removed organ? Is it not possible that 
eatarrhal appendicitis may resolve completely and the 
organ return to normal, as the pharyngeal tonsil does ? 
Yet the patient may soon have another attack in which 
the appendix may become obstructed and dangerous— 
not beeause it is altered structurally but because the 
immunity of its lymphoid tissue to bacterial attack is 
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mpaired. If the history, symptoms, and signs strongly 
uggest an attack of acute appendicitis that has sub- 
ided, then there are good grounds for removing the 
ippendix before it can do serious harm—and the decision 
vould be justified whether it showed pathological changes 
r not. It certainly seems preferable to concentrate on 
nethods of training the surgeon rather than to set up a 
‘ommittee to censure him after he has been appointed 
o a responsible position. 


ALZHEIMER S AND PICK’S DISEASE 


It is easy to understand that gene mutations should 
‘ause mental defect or childhood dementia. It is 
verhaps more remarkable that they should also determine 
liseases with onset in late middle life. Yet Huntington’s 
horea, one of the three main types of presenile cerebral 
legeneration not caused by vascular disease, has long 
been known to be due to a dominant mutation. This 
‘ondition is relatively uncommon; but the two other 
ypes, Pick’s disease and Alzheimer’s disease, together 
vccount for about one-tenth of all senile and presenile 
dementia. Individual pedigrees have suggested that 
Pick’s disease and, less certainly, Alzheimer’s disease 
ire partly due to genetic factors, though these pedigrees 
do not show any simple mendelian pattern. 

Sj6gren and his colleagues! in Sweden have made a 
determined attempt to find out more about these two 
conditions. Their index cases were 18 patients with 
Pick’s and 18 with Alzheimer’s disease. In each of these 
the diagnosis had been confirmed by necropsy. The 
cases of Pick’s disease showed the characteristic massive 
but circumscribed atrophy of the frontal and temporal 
lobes with ballooning of residual neurones and much 
reactive gliosis ; the basal ganglia were rarely affected. 
Che cases of Alzheimer’s disease had a less intense but 
wider atrophy of the cerebral cortex with fibrillar degen- 
eration of the remaining neurones and numerous senile 
plaques; changesin the basal ganglia were common. In 
some of these cases the affection was senile rather than 
presenile, but the average age of onset in each group was 
close to the 54th year. Clinically the patients with 
Pick’s disease first developed amnesia and then pro- 
gressive dementia. Those with Alzheimer’s disease 
showed striking disorientation in space, even losing their 
way about their own homes. A characteristic finding 
in the patients with Alzheimer’s disease was that nearly 
ull showed an increase in muscle tone and an unsteady 
vait, but not the tremor and pulsion disturbances scen 
in parkinsonism. Sjogren and his associates regard this 
ibnormality of tone as the best point on which to 
differentiate clinically the two types of dementia. Their 
patients with Alzheimer’s disease, unlike many others 
reported, did not show hyperactivity, and most were 
predominantly apathetic. 

In the family study of the two groups of 18 patients it 
was found impossible to distinguish between senile and 
presenile dementias among relations, since no necropsy 
reports were available. In each group 3 of the 36 parents 
iad senile or presenile dementia, and in each group 1 
sibling had such a dementia. The incidence of preset. ‘le 
and senile dementia together is estimated te be about 
°, in Sweden, and so it seems probable that the fre- 
quency of dementias of this kind is increased in the near 
relations of patients with Pick’s and Alzheimer’s disease. 
amily studies of 44 patients in whom either Pick’s or 
\lzheimer’s was diagnosed clinically agreed 
closely with those based on the histologically proved 
ndex cases ; and in the whole sample the risk of parents 
heing affected was 10 +4°, for Alzheimer’s disease and 
9 +5°% for Pick’s disease ; the risks for brothers and 
sisters was 3:8 +2-1% and 6-8 +2-9%. 

Professor Sjégren tentatively that Pick’s 
cisease may be due to a dominant gene of incomplete 


disease 


suggests 
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penetrance, and that Alzheimer’s disease is determined 
by multifactorial inheritance. The next step would 
seem to be to make post-mortem histological studies of 
the relations with dementia. might find, for 
example, confirmation of Sjégren’s hypothesis, in that 
relations of patients with Pick’s had Pick’s 
disease, while relations of those with Alzheimer’s disease 
tended to have non-specific dementia with rather early 
onset, 

A surprising feature of the investigation was that the 
great majority of the patients with Alzheimer’s disease 
came from Gothenburg, while all but 3 of the patients 
with Pick’s disease came from Stockholm, 


One 


disease 


A NEW KIND OF HOSPITAL FOR DIABETICS 


THANKS to the enthusiasm of Dr. Elliott P. Joslin 
and his colleagues at Boston a new undertaking on 


behalf of 
patients now 


diabetics is projected.! Though diabetic 
live three times as long as their forerunners 
in the early part of the century, and though coma, 
tuberculosis, and gangrene are now seen in only about 
1°, of cases, the fact remains that after 15-20 years ef 
diabetes few patients escape the serious complications 
of retinitis, neuritis, or nephropathy. Yet, as we have 
recently noted,? the team at the Joslin clinic are confident 
that if young and hopefu! diabetics are taught properly 
how to manage their disease, such complications need 
never develop. Instruction of this detailed kind can only 
be given in hospital; but hospital costs are rising, in 
America as here, Fortunately the clinic has three funds 
at its disposal, administered by an advisory committee 
of which Dr. Joslin is chairman. One of these—the 
Diabetes Camp, Home and Hospital Fund—can appro- 
priately be used, if supplemented from other sources, 
to build for this purpose a special hospital of which the 
running costs would be relatively small. The patients 
would not be bedfast: on the contrary they would 
presumably be fit and mobile, more like a class of college 
students than a group of sick people. Hence they would 
not need the ward care of nurses, but could very 
largely be left to their own devices. The hospital, then, 
could give them meals at a cafeteria, and provide them 
with ‘‘ opportunities to do light housekeeping such as is 
the rule in boarding schools and colleges.’’ Such a plan 
has long been advocated, here, for patients who come 
to hospital for investigation rather than treatment, and 


who do not need bed rest or nursing care®; but it 
has not, as far as we know, been tried. The Boston 


experiment should therefore teach us a good deal. 

Land for the new hospital site has been partly given, 
partly bought by the fund ; plans are now being drawn 
up, and building is to begin this year. The hospital 
teaching clinic will be on the second floor, and the first 
floor will let as consulting-rooms for doctors—an 
arrangement which should help to cover expenses. 
Lectures will be given in the adjacent Cancer Research 
Buildings ; and research laboratories for diabetes are 
also near at hand. Not only diabetics but doctors, 
medical students, and nurses will be instructed in the 
prevention of the long-term complications of the disease. 
The existing fund is insufficient to cover the necessary 
outlay, but the advisory committee hope to receive 
enough gifts and subscriptions to :ueet costs as they 
arise, even though these are bound to be considerable. 
They say, simply and sincerely, ‘‘ We cannot bear to 
see boys and girls rescued from coma live to have 
distressing complications later, ending in prolonged illness, 
suffering and death. If those who read the report saw 
as we the result of uncontrolled diabetes, the money for 
the Hospital Teaching Clinic would come soon.”’ 


be 
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INFLUENZAL WOOD AND TREES 

THOSE engaged in typing influenza viruses have long 
envied their colleagues concerned with similar problems 
among bacteria. Thus, salmonella have a mere three- 
hundred-odd serological types, while the pneumococcus 
and the diphtheria bacillus can boast little more than 
sixty. Compared with ‘these figures, the number of 
serological subtypes of the influenza-A viruses seems to 
the investigator as the sands of the sea. It is with 
real gratitude, therefore, that he will turn to a recent 
account, by Dr. George K. Hirst,! of an attempt to 
introduce greater order into the serological study of these 
Viruses. 

Conventional serological methods measure at the 
same time qualitative and quantitative differences in 
antigenic composition of influenza viruses. Hirst has 
studied a large number of strains with virus-absorbed 
sera which indicate qualitative differences only. Among 
influenza virus strains isolated between 1933 and 1947 
Hirst finds six main type-specific antigenic components, 
though there are strong hints of more to come. With 
one exception all the strains studied showed only one 
type-specific component, along with a group-specific 
antigen which is common to most of the strains and 
confers the influenza-A characters. The bewildering 
variety in the antigenic make-up of the influenza viruses 
is accounted for by quantitative variations in these 
basic components. 

To those who are not serologically minded it will 
come as a relief that when the minutiz of the trees 
have been explored we get a fascinating picture of the 
wood. The general pattern which emerges is that one 
type-specific antigen at a time is widely distributed 
throughout the world for a few years until it is replaced 
by a new antigen, which then dominates the scene for a 
few more years. The occurrence of a new antigen is so 
rare in comparison with the large numbers of serologically 
similar strains which have been found during one 
epidemic period that we have no reasonable alternative 
to the view that mutation of the virus has occurred 
on a single occasion, followed by widespread dissemina- 
tion of the new antigenic subtype. The dominance of 
the new type and the disappearance of the older types is 
readily explained by widespread immunity to the latter. 
Presumably, therefore, virus bearing a new antigen 
which is closely related serologically to its predecessors 
will appear less “ virulent ’’ than one which is distantly 


related. 
Studies with virus-absorbed sera have been few 
because of the many technical difficulties. Hirst’s 


technique illuminates much that has been done by con- 
ventional serological methods, although it is unlikely 
to replace them in general use. Like much of Hirst’s 
previous work, this unspectacular study gives a sure 
enough foundation to bear the weight of much future 
speculation. 


CORTISONE IN PREGNANCY 

THE effect of cortisone in pregnancy deserves special 
assessment ; and the subject has had relatively little 
attention. Pregnancy is associated with retention of 
water and sodium, and with an increased urinary output 
of corticoids 2; and both these changes indicate special 
activity in the mother’s adrenal cortex. The case of the 
patient who becomes pregnant while under treatinent with 
cortisone raises the question of its effects on reproduction 
and gestation. 

In rabbits De Costa and Abelman * found that cortisone 
interfered with conception, when given in 15 mg. doses 
daily for several days before mating, but it had little 
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effect on conception when given after mating. Pregnant 
does were given cortisone daily for various periods 
throughout gestation, and only a third of them 
gave birth to live young. In the rabbit, therefore, 
cortisone seems to lower the chances of a successful 
pregnancy. 

In women the effect of cortisone on menstruation is 
variable, but a succession of normal menstrual cycles 
is common enough during treatment. De Costa and 
Abelman described 5 cases in which cortisone was given 
during pregnancy. In 2 of these cases (rheumatoid 
arthritis and reactivated rheumatic fever) conception 
took place during a long period of treatment with 
cortisone ; 1 woman aborted spontaneously two months 
after treatment was stopped, and in the second therapeutic 
abortion became necessary ; in both cases the foetus and 
placenta were normal. In the 3 other pregnancies 
cortisone given in mid-gestation or later seemed to have 
no effect on the pregnancy, and live healthy babies were 
delivered. Doerner et al.,4 in an attempt to influence 
rhesus sensitisation, gave cortisone to 2 women in the 
later months of pregnancy. Neither showed untoward 
reactions ; but there was no appreciable change in 
antibodies. While the published evidence is somewhat 
scanty, it seems that cortisone is harmless in human 
pregnancy, at any rate when given after the sixteenth 
week. Possibly cortisone causes a release of cestrogens ; 
and it is known that cestrogens cause abortion in rabbits, 
but not in women. 

In conditions complicating pregnancy the possible 
effect of cortisone on the pregnancy may be a considera- 
tion secondary to its effect on the complicating disease. 
In toxemia the role of the adrenal gland is obscure, and 
it may be argued that the salt-retaining properties of 
cortisone could precipitate convulsions in a pre-eclaimptic 
patient. Indeed, fatal convulsions, though rare, are not 
unknown during cortisone therapy. However, the 
beneficial effects of cortisone on the cedema of nephritis ® 
encouraged Moore and his colleagues 7 to give cortisone 
to 8 patients with toxemia in whom termination of 
pregnancy was indicated. In all 8 there was considerable 
clinical improvement, and 7 of the women were delivered 
of live babies. The results in this small series are hopeful, 
and provide another example of the versatility of cortisone 
in modifying symptoms. Clearly, however, this drug 
should at present be used warily in early pregnancy- 
in hyperemesis, for instance. 


VACANCIES 
BEFORE the late war we published each week a list 


of the vacant appointments for which applications 
were invited in our advertisement columns. In 1940 


these lists were discontinued so as to make space for 
other purposes, but we are now resuming their publication 
in a different and more useful form. In the weekly 
summary, which in this issue appears on the last three 
pages of our text, the vacancies will be classified according 
to the nature of the appointment—e.g., obstetrical, 
psychiatric, or casualty. In our advertisement columns, 
which remain unchanged, the hospital appointments will, 
as before, be classified into senior and junior and then 
be arranged geographically. The supplementary summary 
which is now to be provided should, however, make 


it far easier for readers to find the items in 
which they are interested. The advantages of the 
existing classification will remain, but the new and 
separate classification will, we hope, remove its 


disadvantages. 





4. Doerner, A. A., Naegele, C. F., Regan, F. D., Shanapley, J. F 

Edwards, W. B. J. Amer. med. Ass. 1951, 147, 1099. 

5. Geppert, L. J., Dietrick, A. C., Johnston, E. H., Lind, C. . 
Amer. J. Dis. Child. 1952, 84, 416. 

6. Farnsworth, E. B. Proceedings of Ist Clinical A.C.T.H. Conference. 
Philadelphia and London, 1950; p. 297 

7. Moore, H., Jessop, W. J. E., 

Quinn, B., Drury, M. I. 
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OF ACUTE RESPIRATORY INSUFFICIENCY 
H. C. A. Lassen 
M.D. Copenhagen 
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CHIEF PHYSICIAN, DEPARTMENT FOR COM- 
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THE 1952 epidemic of poliomyelitis in Greater Copen- 
hagen has been the largest and most severe local epidemic 
ever recorded in Denmark. 


ADMISSIONS 

The metropolitan area of Copenhagen has a population 
of 1,200,000 people served by a single hospital for 
communicable diseases, the Blegdam Hospital. Between 
July 24 and Dee. 3 2722 patients with poliomyelitis 
were admitted to this hospital—s66 with paralysis and 
1856 without. In 316 of the 866 paralytic cases we had 
to resort to special measures, such as tracheotomy, 
artificial respiration, postural drainage, or combinations 
of these. The enormous load of severely ill patients is 
well illustrated by the fact that in four months we 
treated three times as many cases with respiratory 
insufficiency, paralysis of the ninth, tenth, and twelfth 
cranial nerves, and involvement of the bulbar respiratory 
and vasomotor centres as in the preceding ten years. 
At times we had 70 patients requiring artificial respira- 
tion, and we still have from 50 to 60 requiring it. To 
my knowledge nothing comparable has ever been seen 
in Europe. 

The great number of severely ill patients pouring in 
made therapeutic improvisations necessary. During 
these months we have in fact been in a state of war, 
and at the beginning we were not nearly adequately 
equipped to meet an emergency of such vast proportions. 

Fig. 1 shows that the epidemic culminated about 
Sept. 1. During the week Aug. 28-Sept. 3 our hospital 
admitted 335 patients or nearly 50 cases daily. ‘The 
descending branch of the epidemic curve is, as usual, 
less steep than the ascending branch. At the time of 
writing, Dec. 7, the epidemic seems to be nearing its 
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end. During the last two months the proportion of 
paralytic in relation to non-paralytic cases has grown 
steadily, but as a whole the ratio is 1:2. Naturally the 
number of patients admitted with non-paralytie polio- 
myelitis does not give an accurate picture of the true 
incidence of such cases in the epidemic area. 


TREATMENT OF RESPIRATORY INSUFFICIENCY 

BULBAR DISEASE 

In former years our therapeutic results in cases with 
respiratory insufficiency and involvement of the lower 
cranial nerves and the bulbar centres have always been 
very bad. 

During the eleven years 1934-44 respirator treatment 
was used in 76 cases with a mean mortality-rate of 80%. 
Only cuirass respirators were used. 

It is generally agreed that respiratory insufficiency of 
spinal origin is far easier to treat than respiratory 
insufliciency due to the involvement of the lower cranial 
nerves and the bulbar centres. Table 1 shows clearly 
the extremely grave prognosis of the pure bulbar and 
combined forms of respiratory insufficiency. With very 
few exceptions all our patients belonging to these 
groups died. 

In 1948 we started using tracheotomy in all cases 
where it proved impossible to maintain an open airway 
because of pooling of secretions and aspiration into the 
lungs. In the U.S.A. this procedure seems to have had 


AND 


TABLE I RESULTS OF RESPIRATOR TREATMENT 


MYELITIS 1934-44 


OF POLIO- 


Type of disease 
Respiratory paralysis without bulbar | 
involvement .. ; 17 | 


No. of cases | No. of deaths 


‘ is yr 5 (28%) 
Respiratory paralysis with bulbar | 
involvement .. ea ae hd 51 48 (94%) 
Respiratory paralysis of undetermined 
type ¥ _— ~~ aern 8 8 (100%) 


a beneficial influence on prognosis. 
has not been so. 

Table 11 shows that all the patients treated by tracheo- 
tomy and with respirators died, wherear treatment 
with respirators alone had a somewhat better prognosis, 
1 man and 4 children surviving. Of these 5 patients 
4 had respiratory insufficiency of purely spinal origin, and 
1 patient had transient slight impairment of swallowing. 

Thus the prognosis of poliomyelitis with respiratory 
insufficiency was rather gloomy at the outbreak of the 
present epidemic in Copenhagen. At our disposal we 
had one tank respirator (Emerson) and six cuirass 
respirators. Tiis equipment proved wholly insufficient 
when the epidemic developed into a major catastrophe. 

Fig. 2 shows the admission dates of the 316 polio- 
myelitis patients requiring special treatment—i.e., 
tracheotomy, artificial respiration, postural drainage, 
and combinations of these forms of treatment. The 
chart exclusively comprises patients with respiratory 
insufficiency, paralysis of the lower cranial nerves, the 
respiratory or vasomotor bulbar centres or combinations of 
these forms of paralysis. During the epidemic tracheo- 
tomy was performed in about 250 cases. The indication 
for this operation was invariably stagnation of secretions 
in the upper airway, leading to inadequate ventilation. 
By far the greater number of the patients had simul- 
taneously paralysis of the respiratory muscles. The 
316 cases did not all come from the metropolitan area, 
because in recent years we have done much to centralise 
the treatment of such patients. Consequently fig. 2 
includes 75 cases brought in from localities outside our 
usual area. These admissions account for the three peaks 
of the curve. 

Until the last week of August we used the therapeutic 
methods practised in 1948-50, but during these terrible 
weeks the situation became increasingly critical. The 


In our hands this 
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TABLE II RESULTS OF TREATMENT OF RESPIRATORY PARALYSIS 


1948-50 


Poly- 


Poliomyelitis radiculitis 


Treatment 


Men Women Children 
_ = = No. died 
No. | Died No. | Died) No. | Died 
ae | i 
Tracheotomy and | 
respirator 9 i) 1 i 1 1 3 3 
Respirator exclu 
sively .. 6 5 3 4 6 » » ” 


first month of the epidemic brought us 31 patients with 
respiratory paralysis and/or pharyngeal or laryngeal 
paralysis. Of these 27 died, 19 within three days of 
admission, The mortality-rate was thus 85-90%. At 
this point we consulted our anesthetist colleague, Dr. 
B. Ibsen, and on Aug. 27 the first patient was treated 
with the method which soon became our method of choice 
in patients with impairment of swallowing and reduced 
ventilation—namely, tracheotomy just below the larynx, 
with insertion of a rubber cuff-tube into the trachea, and 
manual positive-pressure ventilation from a rubber bag 
(bag ventilation). 

The main features of the method are : 

(1) High tracheotomy with excision of a square opening 
in the anterior wall of the trachea. 

(2) Insertion of the widest possible rubber tube furnished 
with an inflatable cuff, so that the cuff closes the trachea, 
effectively preventing aspiration of stomach contents and 
secretions from the hypopharynx. 

(3) Repeated suction of the trachea and the main bronchi, 
and eventually repeated bronchoscopy, which is easy to do 
through the tracheotomy opening. 

(4) Postural drainage, frequent changing of position, and 
squeezing of the thorax, followed by aspiration through the 
cuff-tube to avoid accumulation of secretions, bronchial 
plugging, and atelectasis. 

(5) Positive-pressure ventilation (bag ventilation) with 
insufflation of a mixture of 50% oxygen and 50% nitrogen 

Tracheotomy as early as possible is indicated in every 
patient in whom postural drainage and frequent suction 
cannot maintain an unobstructed airway and normal 
ventilation—i.e., normal blood values of O, and CO,. 
Most of these 316 patients had pooling of secretions in 
the hypopharynx and trachea, and a large majority were 
at the same time unable to cough or to swallow, and 
ventilation was inadequate. 

Quite a large number concurrently presented symptoms 
conventionally thought to be due to involvement of the 
bulbar centres. Numerous biochemical tests have taught 
us that it is well nigh impossible to distinguish symptoms 
usually attributed to the bulbar centres from symptoms 
caused by retention of carbon dioxide, hypoxia, and 
shock. 

When manifest hypoxia and/or retention of carbon 
dioxide is present, eventually in combination with latent 
or clinical shock, prognosis becomes distinetly worse. 
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Early tracheotomy is therefore of decisive importanc« 
because hypoxia, retention of carbon dioxide, an 
vasomotor shock, even of short duration, may have 
disastrous effect on nerve-cells already damaged by 
virus infection. 

The first step of the operation is tracheal intubatio: 
through the mouth, thereby securing effective aspiratior 
from the upper airway during the surgical interventior 
and adequate insufflation of oxygen. In our cases we 
have always used cyclopropane. If this anesthetic is 
not at hand, ether can be recommended. Intravenous 
barbiturates should never be given as an anesthetic, 
and sedatives should not be used, even in irrational 
and apprehensive patients, before adequate ventilation 
is secured. After this has been established, sedatives 
may be beneficial. 

The operation is done at the highest possible level, 
with excision of a square opening in the trachea. If time 
permits, a suction catheter is introduced into the trachea 
and the main bronchi, and aspiration is begun during 
intermittent manual squeezing and pounding of the 
thorax to loosen secretions causing plugging and atelec- 
tasis of the lungs. After this a rubber cuff tube is 
inserted and the cuff inflated to prevent aspiration of 
secretions from above. At the same time the intubation 
tube is withdrawn. It is important to use a cuff tube 
with the widest possible inner diameter and to secure 
the tube so that it does not slide down beyond the 
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Fig. 3—Apparatus for administration of bag ventilation. 


carina. If the tube is too long or slides down it 
will practically always find its way into the right 
main bronchus, causing hypoventilation and eventually 
atelectasis of the left lung. 

In fig. 3 is shown schematically the various parts of 
the simple equipment used by us in about 200 patients 
subjected to manual bag ventilation. The upper part 
of the cuff tube has a side branch connected with a metal 
container packed with granulated soda lime (Waters’s 
canister), from which a rubber tube goes to a cylinder 
containing equal parts of compressed oxygen and 
nitrogen. A rubber bag is attached to one end of the 
canister, and a valve at the other end permits regulation 
of the pressure in the system. The cuff tube is closed 
with a rubber stopper. If aspiration is needed, the 
stopper is removed and a Tiemann’s catheter is intro- 
duced mounted on a jet suctioning apparatus. We have 
mostly used the ejector effect of a cylinder of compressed 
air, Which is very effective and independent of electric 
power. A good humidifier is essential: otherwis¢ 
incrustation of secretions may occur. 

The canister should be filled evenly with granulated 
soda lime of the best available quality to avoid insuffla- 
tion of particles of soda lime into the upper airway, 
causing irritation and increased secretion. The canister 


must therefore be aired thoroughly by blowing a strong 
current of air through the container before it is used. 
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We found American soda lime (Wilson) the most suitable 
for the purpose. Unfortunately it is rather expensive, 
costing about 30s. daily for each patient. 

If the precautions mentioned are followed, no ill effects 
are Observed. It is necessary to have two canisters for 
each patient, and to change them every half hour. 
After five hours’ use the contents must be changed. 

As will be seen from fig. 3, it is a closed to-and-fro 
system similar to the one used in modern machines for 
general anwsthesia, where carbon dioxide is effectively 
removed and an adequate supply of oxygen is secured 
when the flow-meter registers 5-10 litres per minute. 
The bag is compressed from sixteen to thirty times per 
minute according to the patient’s condition and age. 
The amount of oxygen mixture that should be given at 
each compression of the bag depends on the thoracic 
excursions and the general condition of the patient. 
The insufflation pressure must be short, and it is essential 
to release the pressure completely during expiration, so 
that the least possible resistance to the passive elastic 
deflation of the lungs is maintained—i.e., atmospheric 
pressure. Expiration should therefore be twice as long 
as the insufflation. ‘This is very important for reasons 
explained below. At all times the bag should only be 
partly full of gas. This can be regulated through the 
flow-meter and the valve at the top of the canister. We 
have several times measured the insufflation pressure 
when bag ventilation is administered correctly. — It 
amounts to 20-30 em. water. But the insufflation phase 
must be short. 

The stomach should be emptied just after the operation, 
and in many cases it is advisable to insert an indwelling 
stomach-tube with continuous suction to avoid vomiting. 
Many of our patients had atonia of the stomach and 
paralytic ileus. 


ADVANTAGES AND DISADVANTAGES OF BAG VENTILATION 
Advantages 

These are many and in our opinion far outweigh the 
disadvantages of the method : 

(1) The equipment is easily procurable and inexpensive 
and needs no electric power. 

(2) It is especially well suited for emergency treatment of 
patients before transportation to a treatment centre. 

(3) Bag ventilation when correctly administered is superior 
to all other methods of artificial respiration in securing 
adequate ventilation. It counteracts the development of 
cedema of the lungs. 

(4) The well-inflated cuff tube makes aspiration of secretions 
from the hypopharynx impossible. 

(5) Aspiration through a catheter or a bronchoscope is 
easily done and with a minimum of discomfort to the patient. 

(6) The respiratory excursions of the thorax produced are 
readily observable, and the recognition of atelectasis, pneu- 
monia, and lung edema by direct inspection, palpation, and 
stethoscopy is easy. X-ray pictures can be taken whenever 
necessary. 

(7) The patient’s position can be easily changed, and the 
thorax can be squeezed to facilitate effective aspiration 
through the cuff tube. 

(8) Insufflation-rates and the volume of air pressed into 
the lungs by each compression of the bag can be adjusted for 
each patient. This is especially important when the patient 
is regaining spontaneous respiration, because at this stage it 
is possible to follow the often irregular respiratory efforts, 
assisting spontaneous movements by gently squeezing the 
bag or, later on, assisting the patient at every second, third, 
or fourth respiration. 

(9) General nursing is greatly facilitated, as are injections, 
the taking of blood samples, and physiotherapy (hot packs) 
of peripheral paralysis and counteracting of contractions. 

(10) The method has great psychological advantages. The 
patient is not encased in a cask, the notorious iron lung, 
with its collar either too tight or too loose to maintain the 
necessary intra-tank pressures, There is no danger of friction 
sores, which are so common when the cuirass respirator is 
used. All the members of the staff and the many visiting 
colleagues have been greatiy impressed by the look of our 
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patients receiving bag ventilation, by their calm, their 
apparent confidence, and total lack of apprehensiveness. 
The beneficial psychological influence of the person assisting 
the patient is often very great; it helps to keep up morale, 
creating confidence because the patient feels that somebody 
he knows well is always around, ready to help. This psycho- 
logical assistance is especially important when the patient is 
regaining spontaneous respiration, and shortens the often 
difficult weaning period. 


In our experience this new form of positive-pressure 
ventilation (bag ventilation) can be used continuously 
for months, at all times maintaining normal oxygen and 
carbon dioxide levels in the arterial blood. We have 
used it on some of our patients for more than three 
months. As the majority of poliomyelitis patients with 
respiratory insufficiency who do not die in the acute 
phase of the disease regain within three months sufficient 
spontaneous respiration to maintain adequate ventilation, 
it has in many instances been possible totally to avoid 
the use of mechanical respirators. 
great advantage. 


This we consider a 


Disadvantages 

The method has the following disadvantages : 

(1) Particles of soda lime may be carried down into the 
bronchi and alveoli. 

(2) When bag ventilation is administered continuously for 
weeks, there is a risk of emphysema. 

(3) If bag ventilation is not administered correctly, the 
venous return may be reduced, leading to lowered cardiac 
output and a state of shock. 

(4) Hyperventilation with subnormal carbon dioxide values 
may occur, 

(5) The weaning period from positive-pressure ventilation 
is not infrequently difficult. 

(6) The assistance of well-trained personnel all round the 
clock is essential and costly. 

Provided the best available preparation of soda lime 
is used, and the canister is packed carefully and thoroughly 
aired before being used, the danger that particles may 
be carried down into the lungs seems to be more theo- 
retical than practical. Nevertheless I am aware of the 
desirability of completely avoiding the use of absorbers 
and consequently we have experimented with different 
kinds of valves separating the ingoing and outgoing flow of 
air, and at the same time securing atmospheric pressure 
in the lungs during the major pait of the respiratory 
cycle, thus hindering the venous return as little as 
possible. So far two types of valves seem satisfactory, 
having been in continuous use for long periods of time. 
Yet these valves are still in the experimental stage. 

Potential dangers 2-4 may become manifest if _bag 
ventilation is not administered correctly—i.e., the 
insufflation phase must be short. Danger 5 also depends 
on how the positive-pressure ventilation is done. In the 
hands of competent persons, well instructed in the 
inherent psychological aspects as well as in the technique 
of the method, difficulties in the weaning period can be 
greatly reduced. 

As regards the expense of trained personnel, mechanical 
respirators also are very expensive—and, parenthetically, 
it is not at all certain which type should be preferred 
in the acute stage. Tank respirators of the newest 
American design equipped with positive intratracheal 
pressure attachment are hardly more effective in the 
acute decisive phase of poliomyelitis than the simple 
method used by us. 

During several weeks we had 40-70 patients in our 
hospital requiring continuous or intermittent bag ven- 
tilation. To do this we have employed about 200 medical 
students daily. Their pay has been about 30s. for eight 
hours. The daily cost of the gas mixture per patient is 
about the same. 

In the acute phase of bulbocerebral poliomyelitis 
several competing factors are involved, often difficult to 
diagnose and difficult to keep apart: these are virus 
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disease of the central nervous system, hypoxia, retention 
of carbon dioxide, and vasomotor shock. In most cases 
more than one of these syndromes are present, the 
patients presenting a mixed clinical picture. Only 
careful clinical observation, supplemented by various 
biochemical tests, can guide us through this jungle of 
diagnostic difficulties and lead to a rational therapy. 
RESULTS 

The poliomyelitis epidemic in Copenhagen is only now 
nearing its end. Obviously it is therefore at the time of 
writing possible to give only a brief account of the 
therapeutic results. 

The first patient subjected to tracheotomy with 
insertion of a cuff tube in the trachea and manual 
insufflation of 50% oxygen was treated on Aug. 27. 
The method soon became our method of choice in all 
cases with impairment of swallowing, pooling of secretions 
in the upper airway, and respiratory insufficiency. This 
dangerous combination of symptoms occurred with 
unprecedented frequency and was present in the great 
majority of the 316 patients requiring the special forms 
of treatment previously mentione d. 

The point of reference is Dec. 6, and the material 
presented comprises all patients admitted up to Nov. 6. 
Some patients (31) admitted after this date are thus not 
included ; but, as nearly all the deaths take place during 
the first few weeks of poliomyelitis, it is important to 
have at least a month’s observation. 

The material includes five different types of treat- 
ment, all reasonably well defined ; but it is only fair 
to emphasise that the patients treated with tracheotomy 
and bag ventilation included all those who were most 
severely ill. 

The five types and their therapeutic indications are : 

(1) T'racheotomy and bag ventilation.—Pooling of secretions 
in the upper airway, impairment of deglutition, and insufficient 
ventilation. 

(2) T'racheotomy and mechanical respirator.—Hypopharynx 
not entirely free from secretion, swallowing normal, and 
ventilation insufficient. 

(3) T'racheotomy, eventually in combination with postural 
drainage and stomach-tube.—Pooling of secretions in the upper 
airway, impairment of swallowing, and adequate ventilation. 

(4) Mechanical respirator.—Respiratory insufficiency of 
purely spinal origin. 

(5) Postural drainage and _ stomach-tube.- 
swallowing, without respiratory insufficiency. 


Impairment of 


From the beginning of the epidemic up to and including 
Aug. 25, 31 cases (group 1) required special treatment as 
outlined above. From Aug. 26 to Nov. 6, 250 such 
patients came into our hospital. These patients are 
divided into five consecutive groups (II-VI), each com- 
prising 50 cases in chronological order. The composition 
of these groups regarding sex and age is very nearly equal. 

Table 11 shows that “the mortality-rate for these 250 
patients, of whom the great majority were treated by 
tracheotomy and bag ventilation, was reduced from over 
80% to about 40%, representing about 100 lives. We are 
quite convinced that by far the greater part of these 
patients were saved by early tracheotomy combined with 
bag ventilation, and, further, that no mee hanical respirator 
could have taken the place of the bag ventilation with 
equally good results. 


TABLE III—-MORTALITY-RATES 


| No. of 








ss Period of Died within 
“Troup admission cases | Died _three days: 
aan 0 eee 
I July 24 Aug. 25 31 | 27 (87%) | 19 (70% 
mr | Aug. 26 Sept. 8 50 | 26 (52%) | 7 (27%) 
mr | Sept. 8-Sept.23 | 50 | 24 (48%) | 8 ( 3° ) 
Iv. | Sept. 23-Oct. 5 50 | 19(38%) | 10 (63%) 
v | ot €. Oct. 21 | 50 13 (26%) | 7 (64%) 
vt | Oct. 21-Nov. 6 | 50 | 18 (36%) | 10 (559 6) 
‘Total 11-v1 250 | 100(40%) | 42 (42%) 
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The table also shows a continuous drop in nnetaltey 
rate, from group I1 to group v, from 52 to 26% This 
probably is due to the fact that it naturally took some 
time before the treatment, including adequate instruction 
of the hundreds of medical students employed—about 
1000 altogether—could be organised so that the bag 
ventilation was correctly administered. 

Obviously it also took some time to learn the most 
effective ways of combating pulmonary complications 
and vasomotor shock. Observing the decreasing mortality- 
rate during the course of the epidemic, we naturally 
searched for evidence of decreasing severity of the 
bulbar cases but could not find any, a clinical impression 
which is supported by the somewhat higher mortality-rate 
in group vI. The steadily increasing percentages of 
patients dying before the third day after admission 
points the same way. During the month after Nov. 6 we 
treated 31 patients, who at a later date will be included 
in this series, with a death-rate of 23% up to Dee. 6. 

The main mortality-rate for 150 consecutive patients 
(table rv) treated by tracheotomy and bag ventilation 


TABLE IV-——-THREE GROUPS OF PATIENTS IN CHRONOLOGICAL 
ORDER TREATED BY TRACHEOTOMY AND BAG VENTILATION 














No. of patients | No. died 
S ‘ ie | i=] (9) =| | = 
6 | o3| 331 2 | | 32 | 28] 2 | 
O Ee} gs; sz Total] S38 | gs 3 | Total 
| ay 23 - | | & sigsiasa i 
a 5 aaa ee 
I i7 | 15 | 18 | 50 | 15 | 6 | 10 | 31 (62%) 
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was 47%. However, comparing the three groups shows 
a eae towards lower mortality-rates—40%,. 

The following data refer solely to the 250 patients 
admitted between Aug. 26 and Nov. 6 after the 
introduction of bag ventilation. 

Of 55 men treated by tracheotomy and bag ventilation 
31 (56%) died, of 43 women 17 (40%) died, and of 74 
children 29 (38%) died. The mortality-rate for males thus 
seems greater than for women and children. This is in 
accordance with our clinical impression that more men 
than women and children were critically ill; but a great 
proportion of the patients treated by tracheotomy and 
bag ventilation were in a very bad state on admission. 

Only 11 patients were treated by tracheotomy and 
respirator from the time of the operation. Of these 
5 died, all of them children. 

By tracheotomy alone, or in some cases combined 
with postural drainage and continuous suction through 
a stomach-tube, 33 patients were treated—2 men, 
5 women, and 26 children. Only 1 of the adults died, 
whereas 9 children died, in most cases probably owing 
to severe encephalitis, which seems to have been rather 
common among the children this year. 10 patients were 
exclusively treated in respirators. None of these patients 
had impairment of swallowing, and their respiratory 
insufficiency was purely spinal. With 1 exception all 
survived. Finally 20 patients with impairment of 
deglutition only and with pooling of secretions in the 
upper airway but with adequate ventilation were treated 
by postural drainage and with an indwelling stomach- 
tube. They all survived. 5 patients were moribund on 
admission and died before treatment could be instituted. 


CONCLUSIONS 


I do not think that this method is ideal. It certainly 
needs to be perfected, and we are working at improving 
it. However, in comparison with results formerly 


obtained in our hospital, it seems fair to regard the results 
as satisfactory in the circumstances. 
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I should emphasise that the results of treatment of 
respiratory insufliciency and paralysis of the lower cranial 
nerves in poliomyelitis have been favourably influenced 
by early tracheotomy, with insertion of a tightly fitting 
rubber cuff tube ; repeated aspiration and bronchoscopy ; 
postural drainage and stomach-tube ; and bag ventila- 
tion. In our hands this method has reduced the 
mortality-rate from above 80 to about 40%. 





Parliament 


Economies in Hospital Staffing 


In the House of Commons on Dec. 19, on the motion 
for the adjournment for the Christmas recess, Mr. 
ARTHUR BLENKINSOP called attention to a circular! 
recently sent by the Ministry of Health to hospital 
boards with regard to economy in man-power. The 
Opposition, he said, would certainly seek the earliest 
opportunity of raising the matter much more fully. 

The circular would embitter relations between manage- 
ment committees and regional boards. There was no 
doubt that the proposals in it would affect most unfairly 
the position of one hospital as against another. The 
Opposition had no objection to a comprehensive review 
of hospital staffs; indeed, that had been going on for 
some years, and a great deal of progress had been made ; 
but the circular provided for an immediate return of 
all existing hospital staffs, and for what amounted to a 
freezing at that wholly arbitrary figure. 

Mr. Blenkinsop said that by the operation of this 
circular hospital management committees were being 
stripped of some of the last vestiges of their authority. 
This would cause many who had given most valuable 
voluntary service to doubt whether they could usefully 
continue their work. Did this proposal mean that the 
Ministry was in process of disbanding these committees ? 
In any case, matters within the competence of the 
committees would now be transferred to the regional 
boards, and matters within the competence of the boards 
would now be subject to the decision of the Ministry. 
The Ministry was the last authority which should have 
the power of dealing with these detailed administrative 
questions. Mr. Blenkinsop had no objection to the 
fixing of an agreed establishment figure beyond which 
the staff could not be increased without authority ; but 
the Ministry was taking an arbitrary figure. Why had 
it given up the view that proper establishments should 
be worked out and agreed on, and that these should be 
made compulsory, if necessary, subject to review by 
higher authority ? This day-to-day review of a whole 
host of cases would block up the whole machinery. The 
regional boards were saying that they would need more 
staff to provide the information for which the Ministry 
was asking. There was bound to be delay in this 
procedure, which might mean the loss of people best 
qualified for the jobs. 

Miss PATRICIA HORNSBY-SMITH, parliamentary secre- 
tary to the Ministry of Health, said that the planned 
programme for dealing with the staffing of the hospital 
service had been going on for some time. It was essential 
that progress should be made in this matter, particularly 
in view of the disparity between the staffing of hospitals. 
This circular would speed up the process and show where 
the gaps existed. Far from making the position worse, 
it would make it better because the staff would be 
obtained where they were most needed. The Minister 
had made it quite plain that it was his intention to allow 
shortages of staff to be made up. Of 435 regional boards, 
boards of governors, and management committees, 
264 had now been visited ; in 180 cases establishments 
had been determined for administrative and clerical 
staff, and in all these there had been no engagement of 
extra staff without previous consent. The Opposition 
ignored the disparity of staffing. In one of the teaching 
hospitals there were 102 on the nursing and midwifery 
staff to every 100 staffed beds: in the average general 
hospital there were 53 nurses and midwives to every 
100 staffed beds ; and in the mental hospitals there were 
15 on the nursing staff to every 100. 





1. See Lancet, 1952, ii, 1168, 1175. 
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In England Now 


A Running Commentary by Peripatetic Correspondents 


OvR tea club is an old and respected institution. The 
tea is manufactured from two vast kettles in a picturesque 
array of teapots in a subterranean cavern in the base- 
ment, and is distributed by safe hand on trays to the 
parched occupants of the periphery of the building. 
It is our experience, however, that the safer the hand 
the slower the feet, and by the time the third storey 
is reached not a few of the original calories have escaped 
into the circumambient atmosphere. Further, during 
the vicissitudes of the journey the destination of the 
cups, originally crystal clear, becomes sullied with 
uncertainty, so that the member at the end of the round 
never knows whether he is to receive a cup bearing the 
inscription ‘* Lab. 5,” ‘‘ Cleaners,’’ or, more simply, 
* Peggy.’’ The other day we were interested to find 
ourselves drinking out of a cup with the stark label 
“* Rat linseed.”’ 

In 1939 the iron hand of war reached down into our 
basement and dealt the tea club a blow from which it 
has never fully recovered. Even now the sugar gives 
out towards the middle of the third week of the ration 
period, and those of us who are accustomed to protect 
our livers from the effects of tannic-acid absorption by 
the judicious ingestion of sucrose spend an unhappy 
few days. Our genial and courteous Animal Man is 
occasionally in a position to alleviate our distress by 
impounding—without their knowledge or permission- 
some of the monkeys’ sugar. During the Black Days 
he frequently brings in a lump with the comforting 
assurance: ** It’s all right, sir, they'll] never miss it.” 

In the circumstances, however, it is not surprising 
that there should be mutterings among those who are not 
placed so fortunately adjacent to the animal house, and 
a splinter group has actually been formed to drink illicit 
coffee. They post lookouts in the corridors, and their 
source of carbohydrate is a jealously guarded secret, 
but it is suspected that much is due to their foresight 
in coépting a visiting American. Once a week we have a 
departmental tea-party, at which both the orthodox 
and the seceders partake of cake ; and our conscientious 
accountant has worked out the fraction of the tea- 
club subscription which non-members have to pay to 
qualify for two slices. Even so, unscrupulous dissenters 
have been observed lingering behind after the party is 
over to pick up a few crumbs which they have not paid 
for. Feeling runs high, especially as it has recently been 
found necessary to raise the subscription, and it is felt 
that a stand should be taken on the matter. Since the 
recent cold spell, however, we have lost our confidence 
that a stand would be successful, for there are indications 
of disunity in the highest places. Twice in one week our 
President-Secretary-Treasurer has been discovered guiltily 
drinking ‘ Bovril.’ 


* / * 


The African Dingaka Association, composed of witch- 
doctors from the Union of South Africa with delegates 
from Rhodesia, Swaziland, Bechuanaland, and Basuto- 
land, has been holding a convention, five hundred strong, 
in Pretoria. The medicine-men turned out in full 
ceremonial rig, with head-dresses of beads and feathers, 
jingling bracelets, and ear-rings, and their garments 
decorated with bones, shells, and beer-bottle tops. 
Their president, Lukus Somo, said they had gathered 
to reaffirm their faith in the traditional methods of their 
ancestors, and in order to obtain government recognition 
of their claim +o official status. They take a dim view 
of non-members who practise their profession, and 
dub them ‘‘ quacks and illiterates.”’ They have voted 
£10,000 to start a medical school in Johannesburg at 
which students of their craft may be trained in genuine 
witch-doctoring and herbalism. 

The South African Government has recently banned 
the advertising of magic remedies, made from insects, 
reptiles, and ‘‘ human ingredients’? and guaranteed 
effective against evil spirits, witchcraft, and super- 
natural forces. Anyone advertising muti, as this sort 
of medicine is called, may be fined £50 and sent to gaol 
for six months. The Dingaka Association want this 
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ban removed for genuine practitioners ; but they do not 
explain why they still use this type of remedy, nor how 
they obtain the ‘“‘ human ingredients.”’ 

* * * 

** Next please,” said the porter. John, who had been 
holding a magazine upside down, rose to his feet, pulled 
his jacket down, straightened his tie, arranged his 
handkerchief, smoothed his hair, straightened his tie 
again. “Come along, sir,” said the porter; ‘“ he’s 
waiting.” That did it. Our restraint vanished and we 
crowded round the door. ‘‘Is he in a good mood ? 
Has he ploughed many ? Has he had his afternoon tea ? ”’ 
The porter smiled enigmatically and John was led into 
the outer darkness. We gathered round the table. 

** Wasn't long with the last one.” 

“* Never is if you’re good.” 

** Long ones are for the doubtful.” 

“T hate being at the end of the alphabet.” 

*“ At least you know what he asked in the morning.” 

“That's the trouble. Do you know what he asked yester- 
day ? What dose of neostigmine would you use in a 
myasthenic crisis ? ”” 


There was a silence. ‘‘ What is the dose?” said a 
strangled voice. They say that books should never be 
brought to an oral examination, but somehow they always 
seem to appear. Glances were cast uneasily in their 
direction and there was a soft shuffling of feet. Suddenly 
panic seized us, books were flung open, leaves turned, 
pages sought. ‘‘ Neostigmine .. . ’stigmine,’’ voices 
intoned in a pagan chant. 
“Here it is,” cried Smith. ‘‘ Neostigmine. 0-5 to 
1 mg. in a 1: 2000 solution given intramuscularly. The 
methylsulphate should be used.”’ There was an ominous 
silence. ‘‘ How could anyone remember a dose like that,”’ 
said Smith at last. ‘‘ It’s impossible.’ ‘‘ Don’t worry. 
He won’t pip you on a thing like that. You never get 
pipped on doses.’’ George spoke with authority—this 
was his third attempt. We cheered up. 
“What about yesterday ?”’ said Smith. 
“Well,” L said coldly, ‘‘ what about yesterday ? 
‘**He asked Jones the dose of aloin. Jones said 5 grains.”’ 
Smith’s voice. became a broad impersonation. ‘* ‘ With 
that dose, Mr. Jones, the only thing you would fail to pass 
would be this examination.’ ” 


” 


The door opened. ** Next. please.” I stood up, 
straightened my tie, adjusted my handkerchief, smoothed 
my hair. ‘‘ Come along, sir,’’ said the porter; ‘‘ he’s 
waiting.” 

* * * 

| have never really forgiven medical advertisers for 
making me buy my own stamps; now they are all 
licensees who only pay for returns. But their annual 
bounty in the form of diaries and calendars deserves at 
least a word of thanks. Perhaps they would take it 
in the form of a few kindly hints. 

First, don’t call me madam ; that is no way to address 
an old rugger blue. And you haven’t heard of the 
fellowship I got ten years ago. I don’t think much of 
your blotting-paper either. One sneeze and it is lodged 
irretrievably behind the mantelpiece. Larger and 
double-sided, please: I’m far too busy to notice which 
side I’m using. Nor am I impressed by Continental- 
looking reprints—e.g., Hodenschmerz on ‘ Nips for 
Neurotics.”” True the language is English, but the type- 
face is that of the Zeitschrift fiir Bunkwissenschaft. And 
please make it snappy. Do you expect me to read a 
page or more of single-spaced typing with no headings ? 
And you medical publishers, why so sheepish about the 
price of your wares? They are far too dear, anyway, 
and it’s the same old wolf whether you say ‘ Price £5,” 
“This costs £5,’ ‘‘ This is priced at £5,’ ‘‘ This is to be 
had for £5,” or “‘ This sells at £5.”’. (Liars! You know 
as well as I do that doctors stopped buying books years 
ago !) 

+ ial * 
C.G.P, 
O tledgeling college, steered to birth 
By Willink slaves and J. H. Hunt, 
Let’s hope that you may prove your worth 
And earn an R in front. 
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Letters to the Editor 


FATAL APPENDICITIS 

Srr,—Mr. Skyrme Rees’s large and interesting series 
of cases (Dec. 20) was so well documented and examined 
that one could wish he had gone a little further and 
listed the causes of death in the fatal cases. 

His definition of group m1 (appendix abscess) is 
difficult to understand. Were all these 935 cases really 
‘‘among those which were not operated on,’’ and, if so, 
from what strange series of misfortunes did 81 of them die ? 

I am not sure that the mortality-rate can be reduced 
by advocating earlier operation, nor do I believe that the 
‘‘ expectant or conservative ’’ treatment of uncomplicated 
appendicitis occupies any large place in our minds. 
Delay, when it occurs, is usually the result of sheer 
neglect or mistaken diagnosis. My own efforts at 
diagnosis have been so hucniliating that I have long 
abandoned any attempt at recognising acute appendicitis, 
and I have confined my endeavours to deciding whether 
an acute abdomen exists or not, and, if it does and 
requires operation, I have tried to hazard a guess as to 
the best place to make an incision. ‘This diagnostic 
humiliation has been somewhat tempered by evidence 
of a similar fallibility on the part of my associates, and 
by the fact that of some 500 patients whom I have 
treated for genuine acute appendicitis, only 2 have died— 
a mortality-rate for all types of case which approaches 
the ‘irreducible minimum ’”’ to which Mr. Rees refers. 
None of my cases died from pulmonary embolism, in 
spite of a belief in the heresy of putting sick patients te 
bed and keeping them there until they feel better. 

I hold that this satisfactory state of affairs is a result 
of the early inculeation of sound and sensible principles 
for dealing with this condition, of later association with a 
surgeon who had strong leanings towards conservatism, 
and of working in areas where the standard of general 
practice is high. If you, Sir, will bear with me, I should 
like to enunciate the principles which I was taught or 
have picked up as I went along, because I think their 
correct application is the only way to reduce the mortality 
of this condition. Needless to say, they should be applied 
in hospital, not in the home. 

(1) Forget the diagnosis of appendicitis and concentrate 
on recognising the presence or absence of an “acute 
abdomen.”’ If there is doubt in this matter, it is better to 
wait (a few hours) and see, than to look and see. If the 
patient gets worse, operate. If he gets better, or develojs 
the measles, then it would be folly to operate. 

(2) Patients with a tender lump (appendix abscess) do not 
form one clinical group, but two. Those with a slightly tender 
lump and a long history (7 days or more) must not be 
operated on—not even if they are children or old people. 
Nowadays, with antibiotics, all these lumps resolve without 
incision, and it is quite unnecessary to starve the patients o1 
put them on an intravenous drip. Those with a very tender 
lump and a short history—say, 3 days— must be operated on 
forthwith, and the appendix should be removed. 

(3) Use a McBurney (or Rutherford Morison) incision when 
the tenderness is maximal in the flank. Use it, if you like, 
in young males whose symptoms are mild. Never be tempted 
by its cosmetic advantages to use it at any other time. In 
all other cases, and especially if there is a lump, use a low 
paramedian incision. This will allow adequate exploration 
and treatment of patients in whom the diagnosis has been at 
fault ; it will allow the uncontaminated areas of the abdomen 
to be packed off before the exploring finger releases a gush of 
pus; and it will allow visual and digital contact with the 
pelvic floor—essential for finding, sucking out, and draining 
an associated pelvic abscess. A few patients will develop an 
incisional hernia, but it is comforting to reflect that this 
complication is peculiar to the living. 


(4) Always look for a pelvic collection of pus by retracting 
the lower end of the wound outwards, introducing the half 
hand into the depths of the pelvis, and displacing the small 
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bowel medially. This manceuvre often reveals a large and 
unsuspected quantity of pus. 

(5) Drain all “ perforated ’’ cases, and those in which 
hemostasis has been imperfect, and any others if there is 
doubt in one’s mind. A residual abscess in the right iliac 
fossa will always find its way out along a drainage track, but 
in a clean stitched case it will probably require a second 
operation, or may even find a path of lesser resistance leading 
to the general peritoneal cavity. Drains do not carry infection 
into wounds made to expose the gall-bladder, the thyroid— 
or the appendix. 

(6) Distinguish very clearly between postoperative patients 
with soft distension of the abdomen and a satisfactory general 
condition, and ill-looking patients with firm abdominal 
distension. Give parenteral fluid to the latter, never to the 
former; and this will achieve a great saving of salt and 
water. 

(7) If the patient develops early mechanical obstruction, 
a considerable degree of surgical skill is about to be required. 
Be very wary of the ‘‘ modern” advice to perform ileo- 
transverse colostomy through a separate incision. The 
distended small bowel pushes the transverse colon up into the 
epigastrium, and it is impossible to identify individual loops 
of small bowel. Reopen and extend the wound, and at once 
eviscerate as much small bowel as is required to obtain 
adequate exposure. This evisceration will not kill the patient 
and, if it is to be done at all, it is best done quickly. Whether 
the bowel can be returned or not is a matter for earnest 
discussion between surgeon and anesthetist. It can be kept 
in place, while the abdominal wall is sutured, by a large piece 
of corrugated rubber. Through and through sutures may be 
required. 

I hope that Mr. Rees will agree with my expansion of 
his brief comments on the minuti# of operative technique, 
and with the bearing I suggest they have on his subject. 

Barnet General Hospital. V. J. DOWNIE. 

Sir,— Of the 7 fatalities in Mr. Skyrme Rees’s group 1, 
where inflammation was limited to the appendix, no 
less than 6 were due to pulmonary embolism. Out of 
the total of 1958 cases this gives the very high proportion 
of one death from this cause in every 326 patients. 
Possibly in the earlier cases in the series the importance 
of some form of support to the heels was not realised ? 
It is now recognised that thrombosis usually originates 
in the veins of the calves, which must be kept off the table 
during any operation which might be followed by a 
pulmonary infaret or embolism. I have recently described? 
a simple support which serves as a constant reminder 
to the theatre staff that a heel support is imperative. 

The treatment of cases in group I, in which an 
abscess was present, leaves the reader in doubt as to the 
precise nature of the treatment, for it is stated that 
‘most abscesses were treated by drainage only,’’ and 
subsequently we are told ‘* these cases are among those 
which were not operated on.’? The crux of the matter 
is whether cases of appendicular abscess were submitted 
to operation or treated conservatively. The fact that 
out of 935 cases no less than 81 died—a mortality of 
8-7%—suggests immediate operation, because with 
expectant treatment and removal of the appendix some 
three months later, the mortality is in the region of 1%. 
A typical example is to be found in the figures of Sworn 
and Fitzgibbon,? who analysed 2126 cases admitted to 
St. Thomas’s Hospital, and found that the mortality of 
immediate operation in cases of appendix abscess to be 
7-9%, as compared to 0-68% in cases treated expectantly. 
These figures, and many others which indicate similar 
results, point to one of the measures which will reduce 
deaths from appendicitis—namely, discrimination in 
dealing with cases of localised infection, as opposed to 
what the late Sir James Berry called ‘“‘ the hard and 
fast rule, adopted by so many, of operating at any stage— 
a rule so easy to follow, but often so disastrous to the 
patient.’’ $ 
1. MeNeill Love, R. J. Brit. J. Surg. 1952, 40, 214 


2. Sworn, B. R.. Fitzgibbon, G. M. Ibid, 1932, 19, 410. 
3. Berry, Sir?James. Lancet, 1932, i, 1027. 
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I agree that Mr. Skyrme Rees is technically correct in 
stating that the term ‘‘ conservative treatment ”’ should 
not apply to cases of appendicitis as opposed to those of 
peritonitis, in case doctors may be misled into treating 
on expectant lines inflammation which is limited to the 
appendix. However, during some thirty years of 
consulting practice I have never met a practitioner who 
deliberately ‘‘cooked’’ a diagnosed case of acute 
appendicitis when surgical measures were available, in 
the hope that resolution might occur. 

London, W.1. McNEILL LOVE. 


RESECTION FOR PULMONARY TUBERCULOSIS 

Sir,—It appears to me that both your leading article 
(Dec. 6) and Dr. Brailsford’s letter (Dec. 27) over- 
simplify the problem of treating pulmonary tuberculosis. 
You refer to a paper by Ryan et al.t which proposes an 
interesting conception, but which is unlikely to prove to 
be of universal application. It is of course possible that 
the course of the disease is different in the U.S.A., but 
in any event the observations quoted are based on a small 
series of 30 patients treated surgically. .In this country 
we are not so often able to reduce the disease to a purely 
nodular condition. 

However this may be, surely Dr. Brailsford misses the 
point when he says (as in effect he does) that surgery 
cannot be expected to help the sufferer from pulmonary 
tuberculosis, or that patients can overcome the disease 
more easily without surgery than with it ? 

No-one, Sir, will deny that many small and some 
extensive tuberculous lesions will heal either spon- 
taneously or with simple medical treatment. But 
neither can it be denied that many tuberculous lesions 
lapse into a chronic state, with healing in some places 
and extension in others. Chemotherapy will not then 
make any appreciable difference to the course of the 
infection, which may be expected to result in the death 
of the patient sooner or later. 

Surgery is not indicated in pulmonary tuberculosis 
(or, indeed, in any other condition) until it is seen that 
healing is unlikely by less drastic means. I take it that 
Ryan and his colleagues, in common with other workers in 
this country and elsewhere, are attempting to prevent 
the breakdown which is so distressing a feature of this 
disease by removing the lesions which appear unlikely to 
heal permanently after a considerable period of sana- 
torium treatment. It is just here that resection of the 
affected areas of the lung is proving to be of greatest 
worth as a technical method, but it is a matter of 
experience that the patients do best when they have been 
made as fit as possible before operation by medical 
treatment on the commonly accepted lines. The patients 
will usually only remain fit in the sheltered conditions of a 
strictly ordered sanatorium routine. If they would be 
fit for normal life without danger, there would be no 
indication for operation. Working on these lines, the 
question of infectivity of the sputum becomes of secondary 
importance, for although the persistence of tubercle 
bacilli means that the patient is a danger both to himself 
and to others, their absence is a less important prognostic 
point than the demonstration of instability of the lesion 
by observation, or of some other indication of the 
unlikelihood of healing—e.g., size (a diameter of 2 cm. 
or more) or persistent cavitation. 

If Dr. Brailsford is upset by the report of ‘* 30 wedge 
or subsegmental resections,’’ I am afraid that he will be 
profoundly shocked if he hears that Mr. F. Ronald 
Edwards, myself, and our colleagues in Liverpool can 
report a series of more than 700 lung resection operations 
for tuberculosis. We feel convinced, nevertheless, that 
the extended use of this method has resulted in a great 
change for the better in the patients’ prospects, and that 


1. Ryan, B. J., Medlar, E. M., Welles, E. S. J. thorac. Surg. 1952, 
23, 327 
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there are fewer patients needing repeated admissions to 
hospital as a result. 

Chemotherapy is extremely valuable, but its place is 
still limited ; when and if a sufficiently potent antibiotic 
hecomes available to arrest tuberculosis medically, 
thoracic surgeons will be pleased to be able to rest a 
little! There is no panacea; and if surgery is needed, 


neither resection nor thoracoplasty is universally 
applicable. I am sure that Dr. Brailsford would agree 


with me that the object of treatment is to restore the 
patient as nearly as possible to a state of good health by 
the safest and quickest means. Ryan and his colleagues, 
and those with whom I have the pleasure of being 
associated in Liverpool, believe that it is an advance to 
resect the lesion which is unlikely to heal while it is still 
possible to do so, although we here have no great faith 
in the technique of multiple wedge resections. 

I hope that Dr. Brailsford will believe me when I say 
that surgery (including lung resection) is often beneficial 
in pulmonary tuberculosis, that it has a logical basis, and 
that it often produces a dramatic improvement in the 
general health; and I can assure him that surgery 
is not undertaken unless it appears necessary for the 
reasons I have given. The healed lesion is of no concern 
to the surgeon, but the failure to treat adequately the 
unhealed localised lesion is of the utmost concern to the 
patient because of the tragic consequences of the develop- 
ment, sooner or later, of chronic cavitation which may be 
difficult or impossible to cure. 

Liverpool. B. J. BICKFORD. 


SPLENOMEGALY IN SCARLET FEVER 

Sir,—Dr. O’ Reilly asks (Dec. 20) whether others have 
had the same experience as he in finding splenic 
enlargement in searlet fever. 

While in charge of an isolation block in a military hos- 
pital in Egypt during the late war, I recorded the 
prevalence of splenic enlargement in various infectious 
diseases. The prevalence in three of these infections 
was as follows : 








_ S 1 
Total cases plenome ge ly 


No. « 
Scarlet fever : a » ss 
Tonsillitis fe ; me: sax Ss «. Se 
Diphtheria i : + | i 6 Se 


In all cases malaria was excluded by blood films, and 
in all cases the spleen was no longer palpable on discharge. 


Department of Child Health, 


University of Sheffield. R. 8. ILLINGWORTH. 


PRECISION IN DIAGNOSIS 

Srr,—I agree with Dr. Todd (Dec. 27) that it is often 
quite impossible to attach a precise textbook diagnosis 
to a patient’s disability and at the same time maintain 
one’s professional] intellectual integrity ; and I find myself 
in sympathy with his plea for a less rigid system of 
nomenclature in medical documents. 

I would suggest, however, that a cause of error, 
confusion, and misunderstanding more fundamental and 
more serious than the mere attaching of officially accept- 
able disease-labels to patients, lies in the assumption 
that behind these labels there are disease-entities each 
possessing a genuine, intrinsic, if vague, reality. The 
belief that diseases have independent existence is 
implanted in us by the teaching we receive as students 
and is encouraged by our textbooks, our journals, and all 
forms of professional communication so that the whole 
pattern of our thought and speech is influenced by it ; 
and that the belief is accepted without question is 
implicit in the way we talk about “ discovering’’ or 
‘** describing ’’ diseases (diseases which, by the way, we 
have not defined) or in the way we pass over without 
comment such phrases as “ the biological properties ”’ 
of this or that disease—phrases which imply that the 
diseases in question have existence in their own right. 


LETTERS TO THE EDITOR 


[JaAn. 3, 1953 


The problems raised by this hypostatisation of diseases 
are not purely abstract theoretical or linguistic ;_ for 
example, he is a singularly fortunate or forgetful doctor 
who cannot recall that any of his patients have suffered 
as a result of his preoccupation with diagnostic labels 
and his misconception of their significance—or lack of 
significance. To some extent, too, the failure to appre- 
ate that disease names do not represent real things 
causes disease statistics to be less accurate than they 
might be; though probably the search for names as 
such has a more serious effect in this way, as Dr. Todd 
seems to imply. 

It is difficult to see what cure there can be for this 
state of affairs unless it be in an increasing awareness of 
the extent and danger of this fundamental misconception 


Falkirk. RoNALD G. HENDERSON. 


COUGH MIXTURES 


Srr,—I was interested to see in an annotation! 
a reference to the use of inhalations of carbon dioxide 
(in a 5% mixture with oxygen), and to Banyai’s 
description of this inhalation as an “ effective expec- 
torant, which not only stimulates respiration and 
increases bronchial peristalsis but ‘ liquefies mucopurulent 
inflammatory exudates.’ ”’ 

Dr. Herxheimer and Dr. McAllen mentioned carbon 
dioxide favourably in their subsequent letter,? in which 
they were good enough to refer to my work on expec- 
toration. I would only add that in my view it is unlikely 
that bronchial peristalsis plays any part in expectoration. 
Anatomically it is improbable that a peristaltic mecha- 
nism exists in the alveolar musculature (the myoelastic 
tissue of Macklin). Many investigators have postulated 
a kind of reflex by which expectoration is always 
associated with peristalsis; but I have been unable to 
demonstrate any such mechanism radiologically. I found 
instead that the expulsive force came from reinforce- 
ment of the normal respiratory effort, rather than from 
added peristalsis. It follows that carbon dioxide increases 
expectoration simply by stimulating respiration. 

University of Berne, T. GORDONOFF. 

Switzerland. 


RESEARCH INTO INTESTINAL POLYPOSIS 

Srr,—For more than twenty-five years the research 
department of St. Mark’s Hospital, assisted by an annual 
grant from the British Empire Cancer Campaign, has 
been collecting information about the inheritance, 
pathology, and treatment of familial intestinal polyposis 
(polyposis intestini). 

More than fifty families have been investigated, and 
in each case a complete family pedigree has been con- 
structed. A special follow-up department has been 
organised to keep in touch with all these polyposis cases 
and their relatives, of whom more than one thousand are 
now included in the hospital records. It would be of 
great assistance to the further development of this work 
if doctors who know of other cases of generalised intestinal 
polyposis would be good enough to send me the names 
and clinical details of such patients, having obtained 
their permission to do so. This would enable me to 
trace linkages between new cases and families already 
investigated. If any such linkage could be discovered, 
either now or at a later date, I should inform the doctor 
at once but should not of course communicate with the 
patient unless the doctor wished me to do so. 

I am signing this letter because I am responsible for 
organising this research, but I should like it to be under- 
stood that all the surgical staff of St. Mark’s Hospital 
are actively codperating in this investigation. 

Research Department, 
St. Mark’s Hospital, 
City Road, London, E.C.1,. 


CUTHBERT DUKEs. 





1. Lancet, 1952, i, 959. 
2. Ibid, p. 1213. 
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COLLEGE OF GENERAL PRACTITIONERS 

Sir,—For many general practitioners Christmas will 
have been brighter this year than any since the war, 
and this not only because some of us have larger bank 
balances than for many years past. 

It can have been no accident that the announcement 
of the completion of the spadework by the steering 
committee was made before the New Year but after 
‘* Danckwerts.’’ So let us all respond to the good news 
of the birth of the new college by joining at once as 
foundation members, by paying our joining subscription 
promptly, and—one more thing—by making a gift to the 
college of a substantial amount of money to raise a 
foundation endowment fund. 

Money is power, and we all want the new college to 
be powerful for our good. Money given now is more 
valuable than money given in six months’ or a year’s 
time. Money given by members of the profession who 
are not general practitioners will be an especial encourage- 
ment to the college, and it would be into such an 
endowment fund that these donations could best be paid. 

I have sent a cheque for what is to me ‘‘a sub- 
stantial amount of 1aoney ”’’ to the secretary of the new 
college, asking him to pay it into, or use it to start, 
such a foundation endowment fund; and I appeal to 
every member of the profession to consider whether he 
can also do this as a birthday present to the new college. 
I enclose my card, but you will appreciate that I would 
prefer to sign myself as 

ONE oF Many ? 


a 
PAROTID TUMOURS 

Srr,—Mr. Payne will probably like to be reminded in 
reply to his query (Dec. 20) about the operative diagnosis 
of parotid swellings that Dr. Redon is coming over from 
Paris in May to open a discussion on the treatment of 
tumours of the parotid gland at the surgical section of 
the Royal Society of Medicine. British surgeons will look 
forward with great interest to an authoritative account 
of parotidectomy by a speaker whose experience of the 
subject is almost certainly unrivalled. 

With regard to the value of histology, our article 
was not concerned with the subleties of histological 
subdivision of the mixed parotid tumour group. We 
merely indicated that histology might be necessary to 
separate such widely different pathological entities as, 
for example, mixed parotid tumour, adenolymphoma, 
inflammatory swellings, and carcinoma, which clinically 
at the moment of presentation might be indistinguishable. 

Davip PATEY 
London, W.1. BERNARD H. HaAnp. 


CHEMOTHERAPY OF TUBERCULOSIS 

Str,—May we correct an erroneous impression which 
may have been given by your account last week of 
the Royal Society of Medicine symposium on the 
chemotherapy of tuberculosis. 

Referring to our interim statement on the Medical 
Research Council trials of isoniazid, you state that 
‘* Preliminary results suggest that on the whole 
isoniazid plus streptomycin will prove the most valuable 
combination ’’ (when compared with streptomycin 
plus p.a.s. and with isoniazid alone); ‘‘it has shown 
itself strikingly superior to streptomycin plus P.A.s. 
or to isoniazid alone in the type of case where chemo- 
therapy is expected to give little benefit.’’ 

Our actual report was that clinically ‘‘ there is a 
suggestion that streptomycin plus isoniazid is some- 
what more effective than either streptomycin plus P.A.s. 
or isoniazid alone, but that the difference is not striking.”’ 
There was no suggestion of ‘‘striking’’ superiority. 
We stressed that the correct placing of the combination 
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of isoniazid plus streptomycin in chemotherapy will 
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depend largely on the bacteriological results, which are 
not yet available. Until this information is forthcoming 
it would be unwise to regard streptomycin plus isoniazid 
as superior to other treatments. 


Tuberculosis Research Unit, Ms: y Be LS 
Medical Research Council Laboratories, Marc DanigLs 


Holly Hill, London, N.W.3. WALLACE Fox. 


PARTIAL THORACIC STOMACH IN CHILDHOOD 
Sir,—I feel sure there will be many engaged in chil- 
dren’s medicine who will feel grateful to Professor 
Smellie and his colleagues (Dec. 13) for affording us the 
information about these 112 small children whose main 
symptom was vomiting and who were shown to have a 
short cesophagus or so-called partial thoracic stomach. 

During the twenty-five years which have elapsed since 
Sheldon and Ogilvie ! published their cases of esophageal 
obstruction in early life many such cases have been 
reported, but it would seem that we are still in doubt 
about the causation of this so-called partial thoracic 
stomach. I believe with Professor Smellie that the 
condition in its early stages is much more frequent than 
the records of the more advanced condition, when 
obstruction and ulceration are present, would suggest. 

I wonder whether Professor Smellie can tell us whether 
this common and interesting condition is still considered to 
be a congenital defect, and whether it has ever been found 
post mortem in a neonate. Is this a condition which 
may lie latent from birth without causing vomiting ? 
I should have thought that were it a congenital abnor- 
mality its presence would have been occasionally reported 
by our radiological colleagues when carrying out barium- 
swallows and follow-through examinations for conditions 
other than vomiting. Also can we be told whether any 
of these children were re-examined radiologically after 
the cessation of vomiting, and if so do the results disclose 
a disappearance of the partial thoracic stomach ? 

Meanwhile, even at the risk of being told that this is 
undoubtedly a congenital abnormality, I would like to 
ask whether Professor Smellie thinks it at all likely that 
the condition may after all be due to some of the causes 
of vomiting which have been discussed by Dr. B. S. B. 
Wood,? of which persistent underfeeding is an important 
one. For some time now I have wondered whether the 
condition has any connection with a hungry infant’s 
persistent efforts to return its food and try and enjoy it 
again while waiting for the ending of the four-hour 
interval laid down by child-health authorities. Such 
efforts might over a period of weeks tend to pull, push, 
or balloon the stomach into the thoracic cavity via the 
hiatus and thus produce the partial thoracic stomach. 
This possibly may be thought to be an over-simplifica- 
tion. At any rate it might be worth while to feed these 
small infants so that they are fully satisfied and, if partly 
or completely artificially fed, can obtain the food easily 
by sucking from a boat-shaped bottle with a very easy 
teat, to prevent them being waked from sleep for a feed, 
and to make sure the child is fully satisfied within ten 
or twelve minutes. The still-prevalent teaching of the 
mother by midwife, maternity unit, and teaching centre 
that the neonate should take twenty minutes over a feed 
is certainly asking for trouble. 

S aeda. WILFRED VINING. 

*.* This letter has been shown to Professor Smellie 
and his colleagues, who reply : 

‘** Professor Vining raises a number of important and 
pertinent points to only some of which definite answers 
can be given. 

‘As symptoms referable to the anomaly frequently 
arise within twenty-four hours of birth it is difficult to 
avoid the conclusion that the disease is congenital. In 
so far as our own records go, a partial thoracic stomach 


1. Sheldon, W., Ogilvie, A. T., Arch. Dis. Childh. 1929, 4, 347 
2. Lancet, 1952, i, 28. 
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has not been encountered in a neonate post mortem. We 
have some evidence, however, which suggests that the 
condition can remain symptomatically latent from birth. 

‘It is understandable that unsuspected cases are not 
likely to be accidentally discovered on routine barium- 
meal examination. Experience has taught that, even 
when the disorder is definitely suspected and when 
special attention is directed to the lower csophagus, 
radiological confirmation of the lesion may be far from 
easy. If during the screening no csophageal reflux 
occurs, visualisation of the supradiaphragmatie portion 
of the stomach may not be possible. A number of our 
children have been re-submitted to radiological study 
when symptoms have abated ; some have retained the 
anatomical abnormality, but in others it has become 
difficult to be certain of this once reflux has ceased to 
occur. 

‘* Professor Vining’s suggestion that the herniation of 
the stomach through the diaphragm might be caused 
by the regurgitating efforts of the starved and hungry 
infant is ingenious and thought-provoking. In our 
view, with which Dr. Wood concurs, there is no evidence 
to suggest that under-feeding is a factor in the production 
of a partial thoracic stomach. From further analysis 
of infantile vomiting, Dr. Wood! considers that in a 
number of his infants with ‘ persistent vomiting of 
uncertain origin’ the cause is gastro-cesophageal 
incompetence.” 


CONGENITAL DEFECTS FROM MATERNAL 
RUBELLA 

Stmr,— Having recently seen a fatal case of encephalitis 
complicating rubella in a child aged 6 years, I view with 
mixed feelings the suggestion by Mr. Robin (Nov. 22) 
that there is every justification for recommending that 
all girls should be exposed to rubella before leaving 
school. 


Bulawayo, Southern Rhodesia. J. CHARLES SHEE. 


VITAMIN B,, IN PRACTICE 

Srr,—In your leading article of Dec. 13 you state that 
‘* at the moment there is no way of distinguishing before 
treatment the patient who has a vitamin-B,, deficiency 
from one who has a folic-acid deficiency.’’ This unquali- 
fied statement is untrue. Though it is not possible to 
distinguish between these two deficiencies by hematologi- 
eal methods, this can be done by microbiological assay of 
vitamin B,, in serum, using Euglena gracilis var. 
bacillaris.2, With this method it is found that in patients 
with vitamin-B,, deficiency the serum B,, concentration 
is very low—usually less than 50 uwug. per ml. In normal 
subjects and in patients with megaloblastic anemia due 
to folic acid deficiency, the serum B,, concentration is 
always above 100 yug. per ml.8 

In all patients with untreated pernicious anemia low 
serum B,, concentrations have been found. In patients 
with megaloblastic anewmias other than pernicious 
anemia (associated with gastro-intestinal conditions or 
pregnancy) the pre-treatment serum B,, concentrations 
were variable, being either as low as in pernicious 
anemia or within the normal range. Patients with low 
serum B,, concentrations all responded to treatment with 
vitamin B,,; those with normal concentrations failed 
to respond to vitamin B,, but responded to either folic 
acid or folinic acid. Occasionally, deficiency of both 
factors has been present ; in these patients the serum B,, 
level was low but the response to vitamin B,, alone was 
incomplete. 

Though the method is at present a research technique, 
these results indicate that microbiological assay of 
vitamin B,, is of value in the differentiation of megalo- 





1. Wood, B.S. B., Astley,’"R. (in the press). 
2. Ross, G.I. M. J. clin. Path. 1952, 5, 250. 
3. Mollin, D. L., Ross, G. I. M. 


Ibid, p. 129. 
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blastic anemias. It must be noted, however, that occa- 
sional samples of serum (about 6%) contain some sub- 
stance not considered to be vitamin B,, or to be hemo- 
poietically active, but with growth-promoting activity 
for the test organism. Such sera may give falsely high 
results. If more than one pre-treatment serum sample 
is tested, however, the method becomes very reliable, 
and a definitely low serum B,, concentration can be 
confidently accepted as proof of severe vitamin B,, 
deficiency in the body. 

MOLLIN 

M. Ross. 


: D; as. 
Postgraduate Medical School . 
of London, W.12. G. i. 


TERRAMYCIN 

Srr,—A recent experience demonstrated the effective- 
ness of terramycin in salmonella infections—a subject 
discussed by Mr. Ritchie and Dr. Phillips (Dec. 13). 
Two children, now aged 5 months and 9 months, passed 
stools containing Salmonella typhi-murium for 10 and 
12 weeks respectively. Repeated courses of succinyl- 
sulphathiazole, penicillin, aureomycin, and chloram- 
phenicol failed to produce more than an odd negative 
stool even during actual treatment. 

It was found that a 4 ug. tablet of terramycin in the 
culture-plate medium inhibited the growth of the 
organism. On giving an elixir of terramycin (125 mg. 
t.d.s. for the younger child and q.d.s. for the older child), 
their stools were negative 36 hours after treatment 
began, and remained negative for the week of treatment 
and for the week following. They were then discharged 
from hospital. No change in feeding or environment 
was made during this time. 

This exclusive and striking in-vitro and in-vivo action 
suggests that terramycin may be the drug of choice 
in this type of infection. 

Ingham Infirmary, 


South Shields. 


SHORTAGE OF JUNIOR HOSPITAL STAFF 

Str,—I read with interest the letters and 
annotation on this subject in the issue of Dec. 20. 

The whole object of doing house jobs is to gain clinical 
experience, either as the first rung in the specialist ladder 
or as a prelude to general practice. It is quite obvious 
that the numbers available should bear an ascertainable 
mathematical relationship to the number of general 
practitioners and specialists. 

It is also apparent that unless the present position 
materially alters’ there will not be enough juniors to 
undertake those duties not requiring specialist training. 
Surely the answer is the permanent appointment of 
general-duties officers to fill the gap, with pay and 
emoluments comparable with those obtainable in general 
practice.: 

London, W.1. 


THE AFFERENT-LOOP DISTENSION SYNDROME 

Srr,—Professor Wells and Mr. MacPhee (Dec. 20 
point out that great care should be taken to distinguish 
between the afferent and efferent loop syndromes. The 
distinction is important, but the time to recognise an 
unduly sensitive bowel is before the operation of partial 
gastrectomy. 

They also write: ‘‘ When a patient has typical jejunal 
symptoms but does not show the patterns of efferent-loop 
hypermotility as described by Glazebrook, the afferent- 
loop syndrome in a forme fruste should be suspected.”’ 
I am sure, however, that many, if not the majority, of cases 
of efferent-loop hypermotility are caused by (a) the power- 
ful stimulus of a distended afferent loop, and (6) the 
damming back of pH regulators and digestive ferments in 
a distended afferent loop. 

Lessening, or virtual 


A. J. WATSON. 


your 


Guy RicBy-JONES. 


disappearance, of afferent- 


loop syndromes with the passage of time does not mean 
that the condition has righted itself. 


These sad and 
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undernourished individuals can make adjustments by 
restricting their diet and taking light work, while their 
apathetic bowels, once vigorous, lose the power to make 
effective protest. 

Professor Wells and Mr. MacPhee, by focussing atten- 
tion on the afferent loop, have made a substantial 
contribution. It is to be hoped that the conception of 
“neurotic attacks’?! will now cease to bedevil the 
serious and growing problem of the post-gastrectomy 
syndrome. 


Harrogate. A. J. GLAZEBROOK. 


PITUITARY EXTRACT IN OBSTETRICS 

Sir,—The report of the Emergency Obstetrical Service 
in the Manchester area® is disturbing since it reveals 
that whole posterior pituitary extract (the preparation 
mentioned was ‘ Pituitrin’) is still being used in 
domiciliary obstetric practice. 

We firmly believe that whole posterior pituitary 
extract should not be used in obstetrics since it contains 
not only the oxytocic but also the toxic vasopressor 
factor. Admittedly the purified oxytocic fraction 
(injectio oxytocini, B.P.) contains some vasopressor 
substance, but its vasopressin content per unit activity 
is not more than 1/20 of whole extract (injectio pituitarii 
posterioris, B.P.) ; hence the latter is much more toxic. 
Vasopressin constricts the coronary vessels and produces 
impairment of the action of the heart. In a woman who 
has already lost blood this may produce shock or even 
death. 

Obstetric Unit, University College 

Hospital Medical School. 
Department of Pharmacology, 
University College, London, W.C.1. 
BUTAZOLIDINE 

Sm,—To the reports of toxic effects following the 
administration of butazolidine I would like to add two 
observations which I have not seen described in publica- 
tions in this country. They seem noteworthy among 
others I have seen, which include the usual digestive, 
cutaneous, purpuric, and hzematuric incidents, and three 
eases of jaundice, apparently obstructive. I cannot 
at present give their proportional incidence, as they have 
occurred in three hospitals and in private practice. 

One patient went into left ventricular failure complicat- 
ing generalised oedema. This complication was mentioned 
by Stephens et al.* and Steinbrocker et al.* 

Another patient had characteristic odema with 
extensive patches of edematous erythema on limbs and 
trunk, progressing to peeling of the face and limbs and 
maculate purpura on the trunk, after taking one tablet 
only. There was no evidence that this patient had had 
the drug before. 

I may add that I am taking the drug myself with much 
relief of the pain of my rheumatoid arthritis. 


Hove, Sussex. W. A. Bourne. 


SUFFERING FROM PERNICIOUS ANEMIA 

Sm,—Patients with pernicious anzmia suffer more 
at the hands of doctors than the failure to reassure 
them mentioned by Dr. Todd (Dec. 20). 


Recently an applicant for entry to the teaching profession 
was medically examined and found physically fit in all respects. 
She gave a history of pernicious anemia, successfully treated ; 
and this was entered on the official form as a minor condition 
not likely to interfere with the performance of her duties. 
Her application for entry to two teachers’ training colleges has 
been rejected on medical grounds, because of pernicious anemia. 

Had she not told the examining doctor about her anemia 
it would not have been diagnosed clinically ; so she is being 
penalised for giving an honest history, and her whole career 
is jeopardised unfairly. What remedy has she ? 


W. C. W. Nrxon. 
H. O. ScuiLp. 


1. Any Questions. Brit. med. J. 1952, ii, 1006. 

2. Lancet, 1952, ii, 746. 

3. Stephens, C. A. L. jun., Yeoman, E. E., Holbrook, W. P., 
Hill, D. F., Goodin, W. L. J. Amer. med. Ass. 1952, 150, 1084. | 

4. Steinbrocker, O., Berkowitz, S., Eholich, M., Elkind, M., Carp, S. 

Ibid, p. 1087. 
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If I had to be ill I should rather have ‘‘ pernicious ”’ 
anemia than “ benign ’’ tertian malaria or a ‘* benign ”’ 
adenoma. Would it not be better to give up the 
adjective ‘‘ pernicious’? and talk about addisonian 
anemia, aS many already do ? 

Giggleswick, : 
Settle, Yorks. 


D. P. LAMBERT. 


Public Health 


Deaths During the Fog 

THERE were 4703 deaths registered in Greater London 
in the week ended Dec. 13 when, during the first half of 
the week, smoke-laden fog covered most of the area.! 
The figures for the preceding two weeks were 1902 and 
2062, and deaths in the corresponding week of 1951 
were less than a third of this year’s total. Deaths from 
influenza and pneumonia increased from 89 in the week 
ended Dec. 6 to 380 in the week of the fog; and many 
more deaths from respiratory or cardiac disease were 
referred to coroners than in normal weeks. 

First reports on the chemical content of the fog 
indicate that there was more sulphur dioxide and carbon 
in it than usual. The Ministry of Health suggests that 
‘these increases are for the present better regarded as 
a measure of fuel consumption, principally coal, rather 
than as an index of ‘ atmospheric vitriol.’ ’? The Ministry 
says that an analysis of the information given on the 
death certificates is being made, pathologists’ reports 
are being examined, and further investigation of the 
constituents of the fog and smoke is in hand. No 
conclusions can be reached until this work is completed. 


Saving Fuel in Hospitals 

The Northern Ireland Hospitals Authority, examining 
the reasons for the rising cost of the hospital and specialist 
services, has been paying particular attention to means 
of reducing fuel consumption in its hospitals. The 
authority’s report for the year ended March 31, 1952, 
says that an engineer and a stoker-demonstrator have 
been visiting some of the hospitals in Northern Ireland 
to test the fuel-burning plant, and to make recommenda- 
tions for improving efficiency. It is estimated from 
their reports that expenditure on fuel in the general 
hospitals visited (1740 beds in all) can be cut from 
£29-3 per bed per annum to £23-6—an annual saving of 
£9900. The changes needed to save this sum are being 
made wherever possible. All the hospitals in Northern 
Ireland will eventually be dealt with. 


Appointments 


BooTH, R. W., M.R.C.8.: 
district, Gloucester. 

BRENTNALL, T. D., M.R.C.S. : 
district, Rutland. 

LovE, 8. H.S., M.B. Belf., D.A. : 
of Belfast H.M.C. 

Mutarn, J. H. D., M.D. 
neurologist, Royal 
Belfast. 

O’RIORDAN, J. P., M.B. Dubl., D.P.H. 

Colonial Medical Service : 

BEDELL, F. E., L.M.S.8.A. : 


appointed factory doctor, Cinderford 


appointed factory doctor, Oakham 
consultant in anesthetics, hospitals 


self., 
Victoria 


M.R.C.P. : 
and 


consultant 
Hospital, 


part-time 
Claremont Street 


port M.o., Dublin. 


district M.o., Windward Islands. 

EASMON, C. O., F.R.C.S.: surgical specialist, Gold Coast. 

Gorrop, ©. E., M.B. Aberd., D.P.H. : M.O.H., Federation of Malaya. 

HALL, C. L., B.M. Oxfd: senior M.o., Tanganyika. 

JOHNSTON, H. M., M.B., M.P.H.: senior M.O.H., Jamaica, 

LUNKING, F., M.B.: M.O., Federation of Malaya. 

McDONALD, W. H. B., M.B. Lond., D.T.M. & H. : 
Pacific Health Service. 

MCGREGOR, ALAN, M.B. Durh.: senior M.o., Tanganyika. 

MAXWELL, R. W. D., M.B., D.P.H.: deputy director of medical 

services, South Pacific Health Service. 

Murcortt, E. H., M.D. Edin., p.p.u.: deputy director of medical 
services, Nyasaland. 

REECE, A. A., M.D.: M.O. (grade A), Trinidad. 

Spicer, J. R. C., M.B. Lond., D.O.M.S., D.T.M. & H.: 
(ophthalmology), Gold Coast. 

SUTHERLAND, E. 3S., L.R.C.P.E., D.P.H. : 

SWISTERSKI, K. P., MED. DIP. Lwow: 
General Hospital, Barbados. 

North East Metropolitan Regional Hospital Board : 

Dow, J. R., M.R.C.P., D.M.R.D.: consultant radiologist, Hackney 
Hospital. 

HAMILTON, MARGARET, M.B. Leeds, 
anzesthetist, Eastern Hospital. 

MorGAN, J. A. U., M.R.C.P.: consultant 
Hospital. 


senior M.o., South 


specialist 


senior M.O.H., Jamaica. 
anesthetist, Barbados 


D.A.: part-time consultant 


pathologist, Hackney 


1. See Lancet, 1952, ii, 1222. 
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CHARLES PORTER 
M.D., B.Sc. Edin., M.R.C.P.E. 


Dr. Porter, who died on Dec. 15 at the age of 79, 
was medical officer of health of St. Marylebone from 
1910 until his retirement in 1939. 

He was educated at the Royal High School, Edinburgh, 
and in the Universities of Edinburgh and Freiburg. 
He graduated M.B. in 1896, and took the M.D. (with high 
commendation) in 1902. From 1902 to 1906 he was 
lecturer on bacteriology in the University of Sheffield. 

During his long term of office in St. Marylebone he 
was closely concerned with the preparation and super- 
vision of many of the borough’s plans for improving 
the health of its people ; and he contributed especially 
to the plans for slum clearance, housing, and maternity 
and child-welfare services (several of which were the 
first of their kind under municipal schemes). 

His work, however, was not restricted to local public- 
health matters. He was president of the Society of 
Medical Officers of Health and chairman of the council 
of the Royal Sanitary Institute, of which he was also 
vice-president. He served upon many departmental 
committees and, at the invitation of the Minister of 
Health, took part in international health conferences in 
other countries. fe was an honorary fellow of the 
American Public Health Association, and among other 
bodies of which he was for many years a member were 
the General Nursing Council for England and Wales, the 
Council of the Queen’s Institute of District Nursing, the 
Royal Sanitary Institute and the Sanitary Inspectors’ 
Examination Joint Board, and the Worshipful Company 
of Plumbers, whose Master he was for the current year. 

Dr. Porter was a well-known writer on public health 
and preventive medicine. For ten years he was honorary 
editor of Public Health, the official organ of the Society 
of Medical Officers of Health and, apart from works on 
many different aspects of hygiene, he was joint author 
of a standard textbook on sanitary law. 

He leaves a widow, and a son and three daughters by a 
former marriage. 

H. A. B. writes: 


‘*Charles Porter, with his short, stocky, monocled figure 
and inexhaustible energy, was a great personality. An out- 
standing authority on preventive medicine, his reputation and 
influence extended far beyond St. Marylebone which he served 
as medical ofticer of health with such distinction for nearly 
30 years. He took a foremost part in grappling with the 
many public-health problems of his day, and he was inevitably 
to be found in the midst of controversies ranging from 
epidemiological research to the severely practical and 
revolutionary *‘one-pipe’ system of drainage for buildings. 

‘** He possessed a keen journalistic sense and was a prolific 
writer—indeed, his only hobbies were reading and writing. 
Apart from being author, editor, commentator, and reviewer, 
he contributed a weekly page to a public-health journal for 
many years, never missing an issue, even though he might be 
in America for three or four months taking part in an inter- 
national health officers’ course or reporting abroad to a world 
health organisation. Most of his work was set to type from 
his own neat handwriting, and he had an uncanny knack of 
writing just enough to fill the space allotted to him. 

** In addition to his work for D.p.H. students, he was keenly 
interested in the training of sanitary inspectors and health 
visitors, and his name was familiar to a host of these officers 
who studied under him and eventually found him a lively and 
sympathetic, but searching, examiner. He excelled as an 
after-dinner speaker, and was greatly sought after for the 
aptness of his comments and the brilliance of his wit. 

‘*Charles Porter did not suffer fools gladly, but for those 
prepared to work hard with him he was an inspiring and 
fearless leader, and a delightful and helpful friend.”’ 


ARTHUR CANT 
M.B. Birm. 

Dr. Arthur Cant, who died on Nov. 30 when he was 
within a few days of his 80th birthday, was a well- 
known Midland general practitioner. 

Educated at King Edward’s School, Birmingham, he 
studied medicine at Mason’s College, Birmingham, and 
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qualified M.R.c.s. in 1895. He graduated M.B. at Birming- 
ham when the university was granted its charter in 1901. 
After house-appointments in Birmingham and Kidder- 
minster, he settled, more than fifty years ago, in Coleshill, 
Warwickshire. He soon became not only the doctor but 
the trusted friend of the widespread rural community ; 
and, working to the end of his long life, he retained to 
the last the affection of his patients. 


GEORGE GRANT 
M.A., M.B. Aberd. 


Dr. Grant, who died on Dec. 19 at his home in Dunbar, 
was in practice in Cardiff for the first thirty years of this 
century. Born at Grantown-on-Spey in 1867, he was 
educated at Fordyce Academy and at the University of 
Aberdeen, where he graduated in arts and medicine. 
The five years after qualification were spent in assistant- 
ships in various parts of England, and he settled in 
Cardiff in 1900. A friend writes : 

‘* He set his face against all innovations in principle, though 
he was usually delighted with any which he was persuaded to 
accept. Thus he ran his large practice without benefit of 
motor-car or telephone, and till he retired he made all his 
visits on a bicycle. He knew his patients through several 
generations: I remember him greeting a woman in 1930 in 
Crewe station with great affability, and afterwards saying 
‘I don’t remember her name, but her son had pneumonia in 
1919 when he was six.’ He refused to join the National 
Health Insurance scheme in 1911, and, perhaps partly 
because of this, much of his work was done among mothers 
and children: he became especially successful in advising 
on the rearing of delicate babies. His Welsh patients accepted 
his plain speaking, for he was, after all, a Scot ; and they valued 
his honesty, conscientious care, and infinite patience. He 
was never in a bad temper, and seldom—and then justly— 
angered. He was ready to enjoy everything and to see good 
in everyone. In his retirement he made new friends, who 
were no longer aiso his patients, and many people in Dunbar 
would say: ‘It always does you good to meet Dr. Grant.’ "’ 


Mrs. Grant survives him with three daughters. 





Births, Marriages, and Deaths 


BIRTHS 


BUTCHER.—On Dec. 16, at Durban, South Africa, to Nancy (née 
Cowan), wife of Mr. Nigel Butcher, ¥.R.c.8s.E.—a daughter. 
ELLIs.-—On Dec. 28, at Newcastle General Hospital, to Alysoun 
(née Benson), wife of Dr. Errington Ellis—a daughter. 

KRAMER.—On Dec. 28, at Queen Charlotte’s Hospital, to Elisabeth 
(née Dalley), M.R.c.8., wife of Mr. Ivor R. H. Kramer, L.D.8. 

a son. 

MarsH.—-On Dec. 16, at Pembury Hospital, Tunbridge Wells, to 
Molly (née Moon), wife of Dr. S. A. Marsh—a son. 

OwENs.--On Dec. 6, at Pretoria, South Africa, to Joan, wife of 
Dr. W. E. Owens—a son. 

SaxTon.—On Dec. 18, at Moreton in Marsh Hospital, to Anne, 
wife of Dr. Arthur Saxton—a son. 

SLowE.—On Dec. 21, to Dorothea (née Jolly), wife of Dr. J. J. 
Slowe, of Rectory Cottage, Shincliffe, Durham—a daughter. 4 

TUCKER.—-On Monday, Dec. 22, to Helen (née Rennie), wife of Dr. 
Hugh M. Tucker, Urquhart Villa, Lossiemouth, Moray—a 


daughter. 
MARRIAGES 


BEARN—SLocUM.—On Dec. 20, in Fanwood, New Jersey, U.S.A.. 
Alexander Gordon Bearn, M.D., to Margaret Slocum, LL.B. 
Gray—HvuME.—-On Dec. 13, in London, Peter Gray, M.B., of Newport, 

Mon, to Barbara Hume, of Golders Green, London. 


DEATHS 


BEAVER.—-On Dec. 21, at Cockburnspath, Berwickshire, Robert 
Atwood Beaver, 0.B.E.,-M.D. Victoria, major, R.A.M.C. retd. 
COLE MARSHALL.—On Dec. 24, at Rickmansworth, James Cole 

Marshall, M.p. Lond., F.R.C.s. 

FERGUSON.—On Dec. 27, at Rotherwick, Basingstoke, Hampshire, 
Henry Arnot Ferguson, M.B. Dubl., D.p.m., colonel, R.a.M.C. 
retd. 

HICKLING.—-On Dec. 24, at Fenham, Newcastle upon Tyne, Gertrude 
Hermine Hickling, M.D. Manc., D.P.H., aged 69. 

Hicks.—On Dec. 25, at 56, Friar Gate, Derby, Henry Thomas 
Licks, F.R.C.8., aged 81. 

MEDLOCH.—On Dec. 27, at Hertford, Charles Harold Medloch, 
F.R.C.S. 

ReEiIp.—On Dec. 21, at Willesden Lane, Brondesbury, N.W.6, 
John Reid, M.D. R.U.1., D.P.H., aged 81. 

REYNOLDS.-—On Dec. 22, at the London Clinic, Frank Neon 
Reynolds, F. 4 

ScoTLanD.—-On Dec. 23, at Bowden, Cheshire, Douglas Chiene 
Scotland, L.R.c.P.E., aged 57. 

Scotr.—On Dec. 8, at the National Hospital, Queen Square, W.C.1, 
Philip Dennis Scott, M.n. Lond., of 78, Clifton Hill, N.W.8. 

Woop.—On Dec. 18, at Yatton, Som., William Vincent Wood, 








M.C., M.R.C.S8., aged 77. 
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Notes and News 





THE WORLD’S CHILDREN 
THE 20th century, Arnold Toynbee said last year in the 
New York Times, ‘‘ will be chiefly remembered not as an age 
of political conflicts or technical inventions, but as an age 
in which human society dared to think of the welfare of 
the whole human race as a practical objective.’’ Let us hope 
he is right. It is, at all events, a more encouraging appraisal 
of our century than most. And at least the United Nations 
International Children’s Emergency Fund can claim to have 
attended strictly to this practical objective. Its life story 
is briefly outlined in a pictorial record ! of some of the children 
it has helped. Born in December, 1946, it started work 
immediately—bringing food, clothing, and medicine to children 
in devastated parts of Europe. In recent years it has gone 
farther afield, to poor and undeveloped countries in Africa, 
Asia, Latin America, and the Eastern Mediterranean. Here 
its task has been to teach, at the very simplest level, some- 
thing of the proper care of infants and children, and of 
childbearing women. And since so much of a child’s welfare 
depends on what goes into his belly, UNtcEF has played the 
part of a benevolent milch-cow in these many countries, 
providing fresh milk when it is possible, dried milk when it 
is not, supplying dairy equipment and milk-drying plants, 
and encouraging people to increase their own milk-supply. 
In Yugoslavia, for instance, UNIcEF collaborated with the 
government in a comprehensive milk conservation plan, 
providing much of the equipment while the government 
supplied buildings, transport, and labour. Much of the labour 
was provided, in Sarajevo, by volunteers who helped to dig 
the foundations and put up the buildings for the milk plant. 
The same kind of help has been given by Unicer in eight 
other European countries, and to peoples in Central and 
South America and the Eastern Mediterranean. Some 
populations are so sick from endemic diseases that they 
have not the heart or strength to grow themselves adequate 
food. UnicEer has supplied the bD.p.T. for antimalarial 
campaigns in some 26 countries. Teams go through the 
countryside spraying the houses, protecting millions from 
the disease, and making it possible for vast areas to be brought 
under cultivation. This means there is more for the family 
to eat, because the men are better able to work in the fields. 
Mass-scale B.c.G. vaccination has also been begun in some 
parts of the world, and Unicer has provided penicillin for 
government-administered campaigns in countries where yaws 
is rife. Maternity and child-welfare clinics have been started 
in many countries; and UNIcEF helps to start midwifery 
training centres, and provides midwifery kit—which gives 
status—for those midwives who complete their training. 
Unicer believes it has already helped some 60 million 
children, but estimates that some 500 million are in need of 
help. The size of the problem is therefore much greater 
than our recent verse? suggested. The income of UNICEF 
comes voluntarily from governments, peoples, and individuals 
throughout the world. In its six years of life it has helped 
children in 76 countries, giving only such supplies and equip- 
ment as the country itself cannot provide ; and its contribu- 
tion is in every case matched or more than matched by the 
government of the assisted country. Thus a contribution to 
UnicrEr is at least doubled in value by the time it reaches 
the children; and in addition, of course, bis dat qui cito dat. 
Not many investments, nowadays, give such good returns. 
The address is UN1IcEF, United Nations, New York. 


GEOGRAPHICAL PATHOLOGY 

THE International Society of Geographical Pathology 
has for its object the systematic study of diseases and their 
distribution and characteristics throughout the world, and 
it investigates pathological problems upon a common plan, 
with the aim of throwing light upon the pathogenesis of 
disease conditions by comparing observations made in widely 
different regions. The inquiries cover morbid anatomy 
and histology, clinical manifestations, biochemistry, bacterio- 
logy, virology, serology, and epidemiology, and include 
the diseases of wild and domestic animals. At its first 
meeting in Geneva in 1931 the society discussed cirrhosis of 
the liver; at Utrecht in 1934, arteriosclerosis ; at Stockholm 
in 1937, the anemias. During the war the activities of the 





1. United Nations Publication, no. 1952.1.20. 
Nations, New York. Pp. 30. 
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2. Lancet, 1952, ii, 1138. 
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society were interrupted, but through the enterprise of 
Prof. F. Henschen (Stockholm) representing morbid anatomy, 
Prof. L. Michaud (Lausanne) representing clinical medicine, 
and Prof. F. C. Roulet (Basle) also a morbid anatomist, the 
society met again in Li¢ge last July, under the presidency 
of Prof. J. de Josselin de Jongh and the chairmanship of 
Prof. J. Firket (The Hague) to discuss hepatitis. The 
proceedings of the meeting are to be published in Documenta 
de Medicina Geographica et Tropica, of Amsterdam, 


A VIGOROUS CENTENARIAN 

In the 19th century, when there were still plenty of 
innominate diseases about, the great natural historians of 
medicine had their sharp eyes open for symptoms, and their 
inquisitive minds in a ferment of analysis and synthesis. 
Guy’s Hospital Reports, °which completed its hundredth 
volume in 1951, might almost be called the nature notebook 
of many of these brilliant observers. In an article now 
reprinted, Mr. R. C. Brock! recalls some of the long list of 
clinical triumphs recorded in it. Astley Cooper described 
here the necropsy findings in two cases of aneurysm, in one 
of which he had ligated, eighteen years before, the common 
carotid, and in the other, thirteen years before, the external 
iliac artery ; Thomas Williamson King first ascribed to the 
thyroid an internal secretion ; Bright gave his most extensive 
(though not his first) account of his disease in these pages ; 
Addison’s disease was generally accepted as an entity largely 
because Sir Samuel Wilks, one of the editors, repeatedly 
wrote up cases in the Reports. Addisonian anemia, too, was 
given much attention in the journal; and Babington, in 
1841, recorded there, for the first time, the relation between 
chorea and heart-disease, quoting observations by Addison. 
Hodgkin discovered his disease in 1832, before the Reports 
had begun; but the eponym was conferred in ‘its pages in 
1865. Taylor, author of the Manual of Medical Jurisprudence, 
contributed his classical articles on poisoning, and on tattoo 
marks as evidence of personal identity ; Gull provided the 
first account of anorexia nervosa, discussed the significance 
of fatty stools and mesenteric gland disease, and described the 
condition we now call myxcedema. Wilks noted in its pages 
the association between aneurysm and syphilis, and showed 
that this infection produced other internal lesions; and this 
remarkable man also described for the first time lymphatic 
leukemia (under the name “ leucocythemia”’), bacterial 
endocarditis, and alcoholic peripheral neuritis. Chevers 
(anticipating Pick) published the first clear clinical account 
of constrictive pericarditis in the Reports, and Cooper Foster 
described the first gastrostomy done in Great Britain. The 
long record runs on into this century, when Hurst, one of the 
most dynamic of editors, published in, the Reports 75 articles 
between 1908 and 1939, many of them on his work on the 
alimentary canal. Ryle, too, described his studies of the 
digestive system, made with Izod Bennett ; and Ryle’s tube 
appeared in these pages in 1921. 

A few odd gaps in publication explain the fact that the 
Reports is older than its century of volumes suggest ; but like 
all the truly mature it is not ashamed of its age—which is in 
fact a green 116. Mr. Brock has roused the echoes of the 
thundering Reports of the past; and we may reasonably 
expect the bombardment to continue. Meanwhile a modest 
salvo, in congratulation, seems in order. 


HOSPITAL LIBRARIES 

PATIENTS’ libraries were discussed at a meeting of the 
medical section of the Library Association on Dec. 12, at which 
Mr. A. Lee, chairman of the section and librarian of the 
Liverpool Medical Institution, presided. 

Miss Sheila Moore described the evolution of hospital 
libraries, whose purpose, she thought, was to provide a means 
of escape from the monotony of ward routine, to distract 
from pain, and to act as a link with the outside world. The 
St. John and Red Cross Library took a large part in the story ; 
but the resolution of the Library Association in 1930, recom- 
mending hospital authorities to provide libraries under the 
control of trained professional librarians, had not been widely 
adopted. However, the Ministry of Health memorandum 
of 1950 suggested that “a library service should gradually 
be developed to a high standard in all hospitals.” During 
recent years a few hospitals, mainly large mental hospitals, 
had appointed professional librarians to their staffs. Some- 
times the librarian was expected to organise social events and 
other activities ; and, while Miss Moore did not see how one 
person could do the two jobs and provide a really efficient 
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library service, these appointments were a step in the right 
direction. She thought that these dual appointments were 
made simply because the money could not be stretched to 
meet the need for two people to do two different jobs. Deserib- 
ing the library of which she is in charge at St. Thomas’s 
Hospital, London, Miss Moore said they were hoping to see 
what results could be achieved by a full-time hospital library. 
They had had a great deal of help from public, university, and 
special libraries: for example, they had borrowed from the 
School of Oriental and African Studies books in Urdu, Hindu, 
Turkish, and Arabic; and a request from a patient for a 
life of Bonnie Prince Charlie in Gaelic was met within four 
days from Inverness Public Library. The St. Thomas’s 
library now had 8000 volumes and was still growing. A 
new trolley had been designed to take the books to the 
wards, similar in principle to the picture-postcard turn-tables 
used by stationers. 

Mr. Gilbert Barker, librarian of the St. John and Red Cross 
Hospital Library, said that all who took up this work found 
inspiration and satisfaction in it. The essentials were a love 
of people and books and the toughness of an ox, for the 
combination of mental and physical work was tremendous. 

Mr. W. J. Bishop, of the Wellcome Historical Medical 
Library, pointed out that Soranus of Ephesus, a first-century 
physician, had encouraged patients to acquire varied reading 
matter that was easy to hold. By the 18th century many large 
hospitals had libraries for patients and by the 19th century 
it was exceptional, particularly for mental hospitals, not to 
have them. Crichton Royal, founded in 1842, soon had 5000 
books, and Edinburgh Royal Infirmary had 3000 volumes in 
the 1890s. Of course the libraries did not compare with the 
modern ones ; among other things, patients used to complain 
that the books were almost entirely of an uplifting and 
devotional character. 





NOTES AND NEWS [JAN, 3, 1953 


DANGEROUS DRUGS ACT 

On Dec. 8 3-methoxy-N-methylmorphinan came under 
the terms of part ur of the Dangerous Drugs Act, 1951. It 
is now therefore illegal to import or export this drug except 
under licence, and the Home Office has power to make 
regulations designed to prevent its improper use. These 
provisions apply to the three forms of the drug (dextro- 
methorphan, levomethorphan, and racemethorphan), to its 
salts, and to any preparation, mixture, extract, or other 
substance containing the drug. 


University of Cambridge 

The following associate lecturers have been appointed : 
Mr. Christopher Parish (thoracic surgery), Mr. L. M. Rouillard 
(plastic surgery), Dr. Brian Donnelly (radiology), and Dr. 
W. Paton Philip (diseases of the chest). 

On Dec. 13 the degree of M.cHIR. was conferred on R. N. 
Ticehurst, and the degrees of M.B., B.CHIR. were conferred 
by proxy on Hamish Nicol. 


University of London 

The title of professor of dental surgery has been conferred 
on Dr. F. C. Wilkinson, director of the Institute of Dental 
Surgery, British Postgraduate Medical Federation. 

At a recent examination for the academic postgraduate 
diploma in medical radiology (diagnosis), J. M. Lockie and 
Edward Mercieca were successful. 


University of Sheffield 

Dr. D. R. Wood has been appointed to the senior lecture- 
ship in pharmacology ; Dr. T. M. Abbas to the senior lecture- 
ship in obstetrics and gynecology ; and Mr. J. 8. D. Bacon, 
PH.D., to the senior lectureship in biochemistry. 


Vacancies 
: Page Page Page 
ACADEMIC AND EDUCATIONAL ae | St. Mary’s, W. . H.O. = .. 42] St. Charles, W.10. H.O. = se 
SECTION vi Wanstead, + il, H.O. .. 43] Ashton, Hyde & Glossop H.M.C. 
~< > 1s righton toyal Pond x ¢ ‘ounty. H.O. 44 Sr. H.O. a me (. 
ee wit. Sr. H.O. 41 | Cheltenham General. Sr. H.O. ; 45 | Bath Clinical Area. Reg. ae -- 43 
Hackney, E.9. Sr. H.O... 41 | Coventry and Warwickshire. Sr. H. oO. 45 | Birmingham R.H.B. © ons... << a 
Hammersmith, W.12. Reg. .. _. 41 | Dudley, Stourbridge and Dist. H.O. .. 46] Birmingham R.H.B. Reg 43 
Royal Free, W.C.1._ HO. - .. 42 | Hertford County. a teh .. 47 | Bury St. Edmunds. West Suffolk Gen. 
S.K. Met. R.H.B. ‘P.-t. Cons. _. 89 | Hull Royal Infy. i. 0. . ae H.O. or Pre-reg. H.O 45 
St. George’s, S.W.1. Sr. H.O... 42 | Leicester Royal infy. Sr. H.O. ; 48 | Canterbury. Kent & ¢ ‘anterbury. H.O. 45 
Aberdeen Gen. Hosps. Reg... '" 43 | Leigh Infy. Lanes. _H.O. ae .. 48 | Carlisle. Cumberland pee H.O. -. 45 
Birmingham. Selly Oak. Temporary Maidenhead Hosp. H.O. 49 | Dartford H.M.C. H.¢ ? ss 
P.-t. Anges . in ay a ee - H. 2. “is -- 49 aa _ East Suffolk & = Ipswich. ar 
3ournemoutt oval Vic. Sr ) 4 | Newport, I.W. S ary ’s. Sr. H.O... 50 : a ws 
ee, Pere Si. Se B08... iq | Nottingham, "den, H.0... .. 50} N.E. Met.R.H.B. P.tCon. ..  .. 40 
Carshalton. St. Helier. Reg. ' 45 | Penzance. West ¢ ‘ornwall. H.O. -- $51 Perth. City and ( ‘ounty Gen. Sr. H.O. 
Chesterfield Royal. Sr. H.O. . : 45 | Perth. City and County Gen. H.O... 50 and H.O. Ce 
Dartford H.M.C ‘Sr. H.O 45 | I > S. Devon & E. Cornwall. Shre rey Eye, Ear & Throat. 
eee et a es ee on . Sr ie y .. 50 Sr. H.O. .. 52 
Sar by ge tony a Sa Sr 7: 4 Romford. Oldchurch. ‘A. yx .. 51 | Southampton. Royal Ss. Hants. Sr.H.0. 52 
Halifax pa HM Cc. Sr H.O.’s ~. ae = theld. City Gen. Sr. H.O. 52 | Wolverhampton H.M.C. H.¢ 54 
Hastings Group HM.C. Sr. H.O. ee Albans City. H.O. ae .. 53 | New York. Albany Hosp. Internship 
Ilford King Ge orge. “Sr. H.O. "48 Woire rhampton H.M.C. ‘H.O. . 54 & Residency .. iy 55 
- leworth. West Middx. H.O. -. 48 | CHEST AND TUBERCUI OsIS GERIATRICS 
Leeds A Group ay M.C. Sr. H.O. -. £87 ao, ‘ yrrsineag é - ; * 
4 = 48 en. 2 S.W. —s time mem... 1 Isleworth. West Middx. H.O. i 
oo Se <b. Reg. 0. "+ 3g | Colindale, N.W. Reg 41] Newcastle Gen. H.O. .. : ee 
I chester Ra - oF 3 S 0.’s 39 
Manchester United Hosps. _P.-t. Cons. 40) pad iegtonal ‘Rant ie "M0. Unit ‘ INFECTIOUS DISEASES 
Mane hester. W. Manchester H.M.C. ; ; 9 aes see Soca 
49 Sr. H : s 42 | Brook Gen., S.E.18. H.O. son” 
. ‘PRasR Pt Cons, | * 40 Aberge sle ee. a0... ar $3 | Blackpool. Devonshire Road I.D. Sr. 
a HB. Rer - 2s C2 ae Aylesbury. Tindal Gen. H.O. 43 H.O. ata ome «i sie 
Ss. D » al i EK. Cor all Cottingham. Raywell San. Sr. H.O. 45 | Leeds. R.H.B. Sr. Reg. 48 
P iymouth. S. Devon and E. Cornwall. =) | Cottingham. Castle Hill San. H. 0. 45 eee 
Sr. HO. eae 31 | Cottingham. Castle Hill Hosp. Sr. H.0. 45 | MEDICINE 
ei eencetiar Aroup P MC. Sr. Reg. 51 Dartford H.M.C. . 45 | East Ham Mem.. E.7. H.O. 41 
Reading. Royal Berkshire. H.O.’s.. 51 | Glasgow. Stobhill Gen. HO. 16 | Metropolitan, E.8. Sr. H.O. 11 
Romford. Rush Green ‘Sr H.O. -: 51) Megwel. Cleaver. Jr. H 1.M.O. and , | Miller Gen., S.E.10. H.O, = 41 
Botherhs ain. . Reg. eT ee ons 3 51 Sr. H.O. : oe 47 Prince of Wales Gen., N.15. H.O.’s . 42 
Salford R oyal. ine H.O.. ee cape ner prenen +e Sr. Bi... +4 Queen Mary’s Hosp. for the Kast End. 
7 4 em 2 anchester R.H.B. in“ 3t oO. ae ans . 42 
ee or x. oT B ‘3 i. ‘ Sr. ne ve Manchester. West Man ne on r H.M.C. St. Bartholomew’s, E.¢ a ee oO. 42 
‘Ss. i. M.O. . ; 40 _H.O. = . 49] Westminster, S.W.1. Reg. -- €8 
eee ae a ne ee "+ Sy | N-E. Met. R.H.B. Reg. .. .. 41 | Barrow-in-Furness. N. Lonsdale. H.O. 45 
Shrewsbury. Royal Salop Infy. ‘H.O 53 Newcastie Gen. | H.O. ee - 49] Birmingham, St. Chads. 1.0. +» 43 
. i t R LB. , “ry = 40 Newcastle R.H.B.  ¢ ons. a 39 | Blackpool. Vie. H.O. d 44 
Stafford H M ( Sr. H oO : ** Rg Nottingham. _ City. H.0O. 90 Boston. Wyberton West. Reg... ~. 
- some wed H_M.C. Sr. H.0. - ‘ 53 Portsmouth Group HALC . Hi. oO 51 | Brighton. Royal Sussex County. H.O. 44 
oy sven am = Vy; no. as ea oe aa ge a . Jr. H.M.O. 51 «Presreg H.0. Addenbrooke’s. H.O. or . 
. nen * Ss e i. 3 teg .. 8 re-re 5 
oy hy! Moa’ ae wide Bs niversity. Be Southampton Chest Clinic. Sr. Reg. 92 | Cardiff. . David's. Sr. Hut ~. €5 
New Zealand. Cook Hosp. Board. Jr. | sullyGlam. H.O + :. 53 | Chichester. Royal West Sussex. H.O. 43 
igs ee: = 2 ge gar oR ae SEs 40 New Ze saland. Auckland Hosp. Board. Dartford H.M.C. H.O. ~. 45 
Specialist Or MOG.. “s Jr. Specialist : : 40 | Derby. Derbyshire Royal Infy. Pre 
CARDIOLOGY IE “yy reg. H.O. or Sr. H.O. -.  -_ 
Brompton, 8.W.3. Sr. Reg. . . 40 Gee Behan Gen. H.O 46 | Dorchester. Dorset C ounty. H.O. .. 46 
Newcastle Gen. H.O. ; 49 p ; Dudley, Stourbr ~—_ and Dist. Sr. H.O. 
EAR, NOSE, _, Pe td and H.O. on ea c.! ae 
CASUALTY ans Metropolitan kK. W.1. 0. 41 | Edgware General. H.O. a a 
Prince of Wales Gen., N.15. Sr. H.O. 42 | Royal National T N. &E. = Oo. ; 42 | Gateshead. Bensham Gen. H.O. -. 46 
St. Nicholas, S.E.18. Sr. H.O. 42 | Royal National T.N.&E. » HO. 42 | Gateshead. Queen Elizabeth. H.O... 46 
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THE LANCET] 


University of Bristol 
At recent examinations the following were successful : 
M.B., Ch.B.—K. J. Barker, Marjorie E. Barton, N. G. Blackwell, 
4. R. Bollen, Ann E. Booker, J. C. Causton, Anne W. Christie, 
Jean M. Claremont, Barnett Ginsberg, Alan Moore, I. W. Palmer, 
M. N. Prichard, P. H. Sherwood, H. 8S. Smith, D. W. G. Stone, 
J. E. Tovey, H. A. P. Walker. 


University of Liverpool 
At recent examinations the following were successful : 
M.D.—H. G. Frank, D. R. W. Haddock, A. Jolleys, R. 8. 
Jones, P. P. Newman. 
M.ChOrth, Cc. J. R. Conacher, W. C enenes, M. Lunz, 
R. Page, Rahim, E. H. Strach, J. G. Stubbs, K. J. M. Watson 
D.M.R. Y. R. V. Samapurnavanitya. 
D.P.H.—R. Muscat. 


University of Edinburgh 

On Dec. 19 the following degrees were conferred : 

M.D.—-* Alick Cameron. 

Ph.D. (in the faculty of medicine).—*S. W. Bibile. 

M.B., Ch.B.—F. E. Adderley, Jean M. Bell, George Beveridge, 
Jeean Bheenick, D. 4 Brown, J. D. Cormack, J. T. Dixon, A. G. 
Fraser, A. H. French, A. K. Fulton, Alice B. E. Gray, oe S. Haig, 
R. W. Hall, D. L. N. Haultain, P. A. Hood, Isabel . Huggan, 
A. D. L. Hunter, J. L. Hunter, R. D. Jdnes, P. L. Kenedy, Di o 
Lyon, R. B. Macpherson, R. 8. Maini, D. J. B. Makins, is J. ss 
Margetson, A. R. Mather, Q. S. Moore, Elizabeth M. Munro, W. 8. 
Munro, G. M. Ogilvie, T. G. Paterson, W. B. Paterson, J. M. Robert- 
son, Ian Shaw, Catherine J. Tulloch, R. P. M. Urquhart, a ao 
Willis, F. F. Wilson, W. M. Wilson, Elizabeth J. Q. Wood, J. 
Yellowley. 

*In absentia. 
The following avons have also been awarded : 


D.M.R.-D.—F. T. Beetham, D. A. E. Dewar, R. K. McFarlane, 
D. A. R. pass 
D.M.R.-T.- . R. Lyons, K. S. Preston, J. B. McEwan. 


The Crichton research scholarship has been awarded to 
Dr. Evelyn A. C. Skinner, and the Hastilow research scholar- 
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University of Durham 
On Dec. 19 the following degrees were conferred : 
M.B., B.S.—B. T. M. Aboko-Céle, Kathleen D. Blackett, Q. A 


Bynoe, Robert thambers, Dorothy H. Cooper, Ann E. Crabbe, 
)». P. Daniels, C. C. Day, G. MacA. Dowson, K. W. H. Fenwick 
F. M. Fyfe, Edith P. Gilbertson, J. C. Gilbertson, J. C. Gilmour. 


H. E. Harper, A. G. Larson, Moira Lickley, C. 
Rosenstein, I. M. Telfer, 
White. 


R. Markham, Jean A 
Archibald Turner, I. A. R. Watson, Alan 


University of St. Andrews 
In recent examinations the 
M.D.—R. A. B. Rorie. 

V.B., Ch.B.—Keith Davies, Colin Gunn, Julia C. Izzard, R. M 

Kelly, Eileen M. Key, E. D. McEwan, H. R. Simpson, Elizabeth M 

Stephen. 


following were successful 


University of Glasgow 

On Dec. 19 the following degrees were conferred : 

Ch.M.—R. B. Wright (with high commendation) 

Ph.D.—T. W. Wikramanayake. 

V.B., Ch.B.—G. J. Addis, J. C. Baird, A. T. Bowie, 
Bowyer, Z. D. Brodie-Mends, D. B. Campbell, G. R. 
Nathaniel Chazan, Joan A. Cree, G. L. W. Cunningham, A. F. 
Davidson, J. McK. Dove. J. A. Docherty, Angus Dodds, T. E. 8. 
Fergusson, Morag B. P. Fernie, H. F. Frame, D. A. S. Fraser, Annice 
H. G. Gillespie, A. K. Gillies, Joyce E. J. Hassan, Hugh Hatrick 
Thomas Hetherington, W. E. I. Healy, D. E. Jardine, J. 8. Kennedy 
(with commendation), W. McG. Kirk, S. J. Lepper, Mrs. David G 
Lindsay, Eileen M. MacColl, Francis McCormack, Alasdair 
Macdonald, Jean Y. MacDougall, A. G. R. McFadyen, James 
McGlone, 8S. W. McGowan, Barbara 8. Maclean, Donald Macmillan, 
T. E. Macnamara, A. *, MacPhail, Ian Macpherson, Ferguson 
McRae, Robert Meldrum, M. Morton, R. O. Nkeaka, A. R. Pate, 
Robert Reid, H. G. Robinson, KE. D. T. Ross, George Ross, G.’B. 
Ross, Joyce W. Russell, H. Shearer, W. M. Shovlin, Allan Sinclair, 
J. D. Stevenson, atl G. MacD. Stuart, John Sutherland, 
A.S. Taylor, A. 8. Thomson, Dorothy E. Walby, Ethna A. Walshe, 
Doris M. White, J. G. Young, Jean Mel. Young. 


The diploma in public 


Mavis J 
Carroll, 


health was awarded to James 


ship in rheumatism to Dr. W. R. M. Alexander. McGovern. 
Vacancies (continued) 
Page Page Page 

Grantham & Kesteven Gen. Sr. H.O... 46 | Colchester Group H.M.C. H.O. . 45 | Southend-on-Sea H.M.C. Locum Reg. 561 
Great Yarmouth & Gorleston Gen. Eastbourne. St. Mary’s. H.O. 46 | Welsh R.H.B. Regs. ‘ i; 54 

Sr. H.O. re <4 .. 46 | Gateshead. Bensham Gen. H.O. 46) W = he ate a Royal Hants. County. 
Hereford Gen, Hi. ‘0.’ s 3 47 | Gateshead. Queen Elizabeth. H.O.’s 46 > eal : : ; 53 
Huddersfield. toyal Infy. WO. 47 illingdon, Middx. O : 47 olver jainpton MC. Se. H.0. ox 

1 id. 8 1 Infy H 47 | Hillingd Midd 7) Wwe ol I H.M 
Hull. KingstonGen. H.O.’s .. 47 Huddersfield H.M.C. H.O. 47 H.O. vi! 54 
Hull Royal Infy. H.O... 47 | Hull. KingstonGen. H.O. . o> we 
Ipswich. Borough Gen. H.O. 47 | Liverpool United Hosps. Reg. .. 48 | PZDIATRICS 
— Thana Deer. 7, po a ster. W. Manchester H.M.C. ‘ Hosp. for Sick Child., W.C.1. Sr. H.0.’s 42 
south. County Infy. .O. . . : -» 49 | Queen Elizabeth Hosp. for Child., E. 
Newcastle Gen. H.O.’s 49 | Newcastle Gen. H.0O.’s “3 . 49 . ILO. ” is vee ; ' — " 12 
Newcastle Gen. Sr. H.O. 49 | Newcastle United Hosps. Sr. H.O. .. 50 Queen Elizabeth Hosp. for Child., E i? 
Newcastle R.H.B. Reg. 50 | Perth. City and County Pg” H.0... 50 P.-t. Clin. Asst and Sr. H.O... © 42 
N.E. Met. R.H.B. Reg. $1 | Rochdale. Birch Hill. H.O. -. $41] Birmingham United Hosps. H.O.’s or 
Nottingham General. H.O.’s .. .. 50 | Shrewsbury. Royal Silop 1 Infy. H.O... 52 Pre-reg. H.O.’s. ; f 44 
Plymouth. S. Devon & E. Cornwall. Southend. General. H.¢ - 521 Cheltenham Gen., " Eye ‘& Children’s 

H.O. es .. 650 | South Somerset Clin. Area. Reg. 51 H.O. sip i mg : ” 45 
Portsmouth: Group H. M.C. Sr. H.0.’s Taunton H.M.C. Sr. H.O. se -. 53 | Hastings. . Helen’s. H.O. and Pre- 

& H.O. : os . 50 | Weymouth. Portwey. H.O. . 54 reg. H.O , 47 
Rochdale Infy. MEO... oe 51 | Wolverhampton H.M.C. H.O. -. 541] Leeds. United Hosps. leg. : 48 
Rochford Gen. Temporary Reg. 51 | Yorkshire. East Riding H.M.C. Sr. Manchester R.H.P. Cons. ’ ae 
Rochford Gen. H.O. as > D1 H.O. St ph : ray oe 4 Newcastle Gen. H.¢ “eae is 49 
Romford. Victoria. J H.O. ee in Newcastle R.H.B. Reg. _ 49 
Se mar & District War Mem. OPHTHALMOLOGY Nuneaton. George Eliot. H.O. 50 

Sr. H.O. eis ar w’s, E.C s . Portsmouth Group H.M.C. H.O. 5 
Stockport. Ste pping Hill. H.O. ; »3 e: oe ws, B.C.1. 8.5.M.O. of 39 Stoke-on-T * ~¥ 7 ity ly H.O. or ” 
~— — *. City Gen. H.0.’s or 53 | Birmingham & Midland Eye. H.O... 43 Pre-reg. H.O. 53 
lertation tii p 5 Se 52 | Brighton. Sussex Eye ig + Wolverhs ye aa 34 
=, Rirhtan Sac: Cisnns + % | Huddersfield Royal Infy. Sr.H.O. |. 47 olverhampton H.M.C. .O. 54 
Taplow.  C anadian Red Cross Mem. 53 | Nottingham & Midland Eye Infy. H.O. 50 = . 

Y H.O. or Pre-reg. a <é : oe Southend Ge Sr. H.O 5 PATHOLOGY 

Taunton H.M.C. H.O... 53 | Stoke-on-Trent. North Staffs’ Royal - | N.E. Met. R.H.B. Reg 

Watford, Shrodells. H.O. . 54 OStoKeE ‘on re it. North Stalls {oya a N.k. Met. R.A.B. teg. 4} 
r Infy. Sr. H.O. ; : 53 | S.E..Met. R.H.B. Cons. & S.H.M.O. 39 

Weston-super-Mare Gen. H.O. 54 ae os > : ‘ , 

Whiston County. H.O. 54 Welsh R.H.B. Reg. ; ‘ 54 S.E. Met. ..H.B. Sr. Reg Petes 

Worthing Group. H.M.C.  Pre-reg. mo. 84 Wolverhampton H.M.C. H.O. 54 , ge 94 s. Sr. H.O. 

‘exham. aelor Gen. i) ae Pe pate htpses : : zo 
vocbenin oe , Riding eC. ‘Ser. a4 ORTHOPAEDICS Glasgow. er - Gen. L ocum Sr. H.O. 46 

H.O. & H.0V8 . 54 | Princes of Wales Gen., N.15. H.O | ae Kes Min Ree 
New Zealand. Thames Hosp. " Board. St. Nicholas, 8S.E.18. Sr. H.O. .. 42 Salfc d : H cing ron 1.0 C8. 49 

Jr. Specialist or Sr. Reg. 40 | Ashton, Hyde & Glossop H.M.< Reg. 4541 =. Aiba Cite. be Senay eps v6 

Aylesbury. Royal Bucks. H.O. 13 Tr eR ob senha Pobaee | HA 20 
NEUROSURGERY Barrow-in-Furness. N. Lonsdale. Sr. ruro. Royal Cornwallinfy. Sr.H.0. 53 
ms e H.O. 52 
a. Cossham/Frenchay H.M.C. Sr. eo Birmingham R.H.B. Reg. 13 PSYCHIATRY 
TS ( ’ igre =< we Royal Orthopedic, Sr. St. George’s, S.W.1. P.-t. S.H.M.O. 39 

eweastle Gen. HO.’ ee oe . H.O. — $4 | Birmingham R.H.B. Reg. 
aaah i - : leak i. Blackpool. Victoria. Sr. H.0. 14 Birmingham. St. Margarets. Jr. H.M.O 

OBSTETRICS AND GYNZCOLOGY Braintree. Black Notley. H.O... 13 | or Locum 44 
Elizabeth Garrett Anderson, N.W.1. Bury & Rossendale H.M.C. Sr. H.O 44 | Brentwood Mental. Sr. H.O 44 

H.0O.’s ns 41 | Carlisle. Cumberland Infy. Bo. 45 | Cambridge. Fulbourn. Sr. H.O 45 
KF ulham and Ke nsington M.C. Reg. 41 | Chesterfield Royal Sr. H.O. 45 | Glasgow. Southern Gen. Sr. H.O 46 
Marie Curie, N.W. H.¢ ae .. 41] Hull Royal Infy. H.O. 47 | Goodmayes. Sr. H.O 46 
N.E. Met. R.H. B Re : .. 41] Leeds. R.H.B. Sr. Reg. or Reg. 46 | Lancaster Moor. Jr. H.M.O. 48 
Queen Charlotte’ sing nelact. S.H.O.’s 42 | Newcastle Gen. H.O. .. 49 | Leeds. R.H.B. Sr. Regs 4 
St. Giles, S.E.5. . BD. t 42 | N.E. Met. R.H.B. Reg. 11 | Manchester R.H.B. Reg. 49 
Ashton, Hyde rs ee: ‘H.M.C, Perth. City and County Gen. Sr. H.0O.’s Manchester R.H.B. S.H.M.O $() 

sr. H.O 43 and H.O.’s : : ; 50 | N.E. Met. R.H.B. S.H.M.O 4 
Barnet Gen. Locum Reg. 43 | Plymouth Clin. Area. Reg. ; .. 50] N.E. Met. R.H.B. Reg. 11 
Birmingham United Hosps. i. oO. 44 | Reading. Royal Berkshire. H.O.’s 51 | N.W. Met. R.H.B. S.H.M.O. 4 
Chertsey. St. Peter’s. Sr. 45 | Sheffield. City Gen. Pre-reg. H.O. . 52 (continued overleaf) 
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Royal College of Surgeons of Edinburgh 


At a meeting of the college on Dec. 17, with Prof. Walter 
Mercer, the president, in the chair, the following were admitted 
to the fellowship : 

Ww. 


A. Anderson, M. I. Anwar, Mohammad Anwer, Agnes U. 
Campbell, B. M. Corkill, C. M. Couves, R. M. Gaitonde, G. B. Gibson, 
R. W. L. Heddle, J. H. Hofmeyr, V. M. Kini, I. C. 8S. Knight, 
G. B. Ong, J. N. Ravalia, John White. 


W. D. MacLennan was admitted a fellow in dental surgery. 


Fellowships in Clinical Research 

The Medical Research Council invite applications for a 
third series of fellowships in clinical research, tenable 
centres in the United wernt during the academic year 
1953-54 (see Lancet, 1951, i, 5386). The awards will be made 
for one year in the first instance, and will be renewable 
annually in approved cases up to a maximum of three years 
in all. Candidates must be medically qualified and clinically 
experienced, and should preferably have worked in a depart- 
ment where clinical research was in progress. They will be 
invited to submit their proposals about the type and place 
of work, but the council will be glad to help successful 
candidates to find suitable departments or laboratories. 
Applications must be sponsored by the head of the appropriate 
department in the candidate’s university or medical school. 
Forms of applicatio. may be had from the secretary, Medical 
Research Council, 38, Old Queen Street, London, S.W.1, to 
whom they must be returned not later than March 1. 


at 


South African»Research Fellowship 

Applications are invited from doctors registered in South 
Africa for the 1953 award of the Eli Lilly medical research 
fellowship. The value is $250 a month for 12 months, plus 
travelling expenses to and from the U.S.A. The closing 
date for applications is May 15. Further details can be had 
from Dr. L. Eales, hon. secretary of the selection committee, 
Cape Town Post-Graduate Medical Association, P.O. Box 
2980, Cape Town. 


EMERGENCY BED SERVICE.—In the week ended last Monday, 
applications for general acute cases numbered 1379. The proportion 
admitted was 93 03 %. 


Dr. Macdonald Critchley has been elected corresponding foreign 








THE WEEK 


ened 3, 1953 


Dine of the Week 


JAN. 4 TO 10 





Monday, 5th 


ROYAL EYE HOspPITAL, St. George’s Circus, Southwark, S.E.1 
5 P.M. jr. T. H. Whittington: Convergence. Heterophoria, 
Introduction to Orthoptics. 


Tuesday, 6th 
POSTGRADUATE MEDICAL SCHOOL OF LONDON 
5.30 P.M. (London School of Hygiene and Tropical Medicine 
Keppel Street, W.C.1.) Sir James Spence: Methodology 
of Clinical Science. 
INSTITUTE OF DERMATOLOGY, St. John’s Hospital, Lisle Street, W.C.2 
5.30 P.M. Dr. H. Haber: Cutaneous Manifestations of Syphilis 
and their Differential Diagnoses. 
Wednesday, 7th 
INSTITUTE OF DERMATOLOGY 
5.30 P.M. Dr. J. O. Oliver: 
MEDICO-CHIRURGICAL SOCIETY 
8.30 P.M. (Royal College 
Dr. T. M. Galloway, 


Thursday, 8th 


POSTGRADUATE MEDICAL ScHOOL OF LONDON 
5.30 P.M. Dr. S. J. Folley, D.8c., F.R.S.: 
in Reproduction and Lactation. 


Serological Diagnosis of Syphilis 
EDINBURGH 

18, Nicolson Street. 
Hypertension. 


OF 
of Surgeons, 
Mr. R. M. Hill: 


Pituitary Hormones 


ROYAL EYE HOspiraL 
5pm. Dr. 8. Nevin: Diagnosis of Cerebral Tumour. 
INSTITUTE OF CHILD HE Tie The Hospital for Sick Children, 
Great Ormond Street, W. 
5 pM. Dr. C. Worster- ike: Speech Disorders in Children 
of School Age. 
INSTITUTE OF DERMATOLOGY 
5.30 P.M. Dr. Haber: Erythema Elevatum Diutinum, Granu 
loma Annulare and Allied Conditions. 


Sr. GEORGE’S HOSPITAL MEDICAL SCHOOL, 
5 pM. Dr. Denis Williams: Neurological demonstration. 
ALFRED ADLER MEDICAL SOCIETY 
Sp.M. (11, Chandos Street, W.1.) Dr. 
Juvenile Delinquency. 
LIVERPOOL MEDICAL INSTITUTION, 
8 pM. Mr. John McFarland : 
Diseases of the 


Friday, 9th 
RoyaL EYE HOspPITaL 
5.30 P.M. Mr. Howard Reed : 
INSTITUTE OF DERMATOLOGY 
5.30 P.M. Dr. Brian Russell : 
SociETY OF CHEMICAL INDUSTRY 


Hyde Park Corner, 8.W.1 


J.D. Wyndham Pearce 


114, Mount Pleasant, Liverpool, 3 


Diagnosis and Treatment of 
Pharynx and Larynx. 


Visual Fields. 


Clinical demonstration. 





7 p.m. (London School of Hygiene and Tropical Medicine. 
member of the Academie de Médecine of France. Prof. E. R. H. Jones, F.R.8.: New Routes to Cortisone. 
Vacancies (continued) 
Page Page Page 
N.W. Met. R.H.B. S.H.M.O... 40 | Dublin. St. Vincent’s. Hon. Asst. Surg. 40 | Sheffield R. H. B. Locum Cons. or 
Scotland. Eastern R.H.B. Sr. Reg. 52 | Dudley, Stourbridge and Dist. Sr. H.O. S.H.M.O. ae <a ~ coe 
Southall. St. nes _ ). 52 and H.O. on * .. 46] Shrewsbury. Royal Salop inty H.0.’s_ 53 
S.W. Met. R.H.B. S.H.N .. 40 | Gateshead. Bensham Gen. H. Oo. . 46] Southampton. General. H.O. oo. a 
Gtqnataagsen. St. Mary’ 8. Sr. “Bi. O. or Gateshead. Queen 8 ‘+ O.’s.. 46 | Southampton. Royal S. wiasiee oO... oO 
Jr. H.M.¢ - .. 53 | Glasgow Royal Infy. H.¢ 46 | St. Albans. City 0. a so a 
WwW dF wet ‘Park. Reg. 54 | Great Yarmouth & ‘Gans naked Gen. St. Helen’s. H.O §$ 
. H.0.’8 pet .. 47 | Stockport Infy. H.O.’s ey os 93 
RADIOLOGY Grimsby General. Sr. H.O. .. 47 |] Stoke-on-Trent. City Gen. H.O.’s or 
Birmingham R.H.B. Reg. 43 | Halifax General H. O. ; . << cae Pre-reg. H.O.’s. . “4 a 
Leeds. -H.B. Sr. Reg. 48 | Hastings. Royal East Sussex. =. O.. 47 | Swindon Hosp. Group. HL. oO 52 
Leicester RoyallInfy. Reg. 48 | Hertford ¢ ‘ounty. H.O. 47 | Taunton H.M.C. H.O. or Pre -reg. H.O. 53 
Sheffield R.H.B. 8S.H.M.O. $0 | Huddersfield. Royal Infy. HH. 47 | Truro. Royal Cornwall iy. B.O. .. 8&9 
. Hull. Kingston Gen. Sr. H.O. nee H.O. 47 | Wakefield. Clayton. Sr. H.O. 54 
RADIOTHERAPY Hull Royal Infy. H.O.’s . 47 | Wakefield. Gen. Sr. H.O. 54 
Leicester Royal Infy. Sr. H.O. or Reg.. 48 | Isle of Wight Group H. M. C. H.O.’s or Weston-super-Mare Gen. H. 0.” 8 54 
Nottingham, Hogarth Radiothera- Pre-reg. H.O.’s.. - .. 48 | Whiston County. .O. ay 
peutic Centre. Sr. H.O. 5 . 60] Ipswich. East Suffolk & Ipswich. Winchester. Royal Hants ¢ ty, _H.0.. . 54 
iia, H.O. = .. 47 | Wolverhampton H.M.c. H.¢ 54 
SURGERY Kidderminster & “Dist. Gen. H.O.’s or Worksop. Victoria. H.O. 55 
Central Middx., N.W.10. H.O. 41 Pre-reg. ’s : 48 | Worthing Group H.M.C. H.O 54 
Hackney, E.9. H.O. .. - 41] 1 eamington. Warneford Gen. H.O. 48 | Wrexham. Maelor Gen. H.O.. 7. ae 
Lambeth, S.E.11. H.O. -s 41 | Leeds R.H.B. Locum Regs. 48 | Yorkshire. East Riding H.M. Cc. H.O. 654 
N.E. Met. R.H.B. Regs. — 41 Leeds R.H.B. Sr. Reg... im 48 | Northern Ireland Hosp. Authority. 
Prince of Wales Gen., N.15. H.O 41 | Leeds. St. James’s. Sr. H.O... 48 Sr. H.O. ‘ ae ae io ae 
Willesden Gen., N.W. 10. 0).. .. 43 | Lincoln County. Reg 3 cs <> aa : . 
Ashton, Hyde K Glossop H. M.C. H.O. 43 Lianelly Hosp. Jr. i M. O. or Locum.. 49 UROLOGY 6s = 
Barnet Gen. H.O. or Pre- ae. H.O. 13 | Maidstone. West KentGen. H.O. .. 49 Hastings and St. Leonards. Buchanan. 
Birmingham Accident. H.O 43 | Manchester. West Manchester H.M.C. al es H.O. 2 aS sae : ee 47 
Birmingham R. = B. Regs. vo! ee Sr. H.O. & H.O.’s es ; .. 49 | Salford Royal. Sr. H.O... 52 
Birmingham. Chads. H.O. .. 43 | Manchester R.H.B. Reg. Ye? .. 49 | GENERAL 
Bishop’s Stortford. ay meads. H.O. 44 | Manchester United Hosps. Sr. H.O. . 49] New York. Albany. Internships & 
Blackpool. Vie. e | an Newcastle Gen. H.O.’s e: 49 Residencies wa 55 
Brighton, Royal * se x County. H.O. 44] Newcastle R.H.B. Sr. Reg. 49 | New York. Rochester Gen. Interns and 
Bristol. Cossham/Frenchay H.M.C. Nottingham. City. Sr. H.O. 50 Res. 55 
Sr. H.O. 7 oe = 44 | Nottingham General. H.O. .. <-. 0 sep i g 
Burton-on-Trent Gen. Infy. H.0. $5 | Perth. City and County Gen. H.O.’s 50 | PUBLIC APPOINTMENTS vi) 
Cambridge. Addenbrooke’s. Reg. 45) P ‘ymouth. S. Devon and E. Cornwall. GENERAL PRACTICE 56 
Cambridge. Ade ae nbrooke’ H.0.’s or Ad. oe : aS cx “ e Nhe ae 3 
Pre-reg. H.O. .. 461P lymouth. S. Devon and E. Cornwall. HOSPITAL SERVICES—NON MEDICAL 56 
Carmarthen. We eat W alc s Gen. H.O... 45 Sr. H.O. ce ; me 50 | MISCELLANEOUS 56 
Cheltenham General. ~ a0, .- 45 |] Poole. Gen. H.O. , i s. 
Chichester. Royal West ‘Sussex. H.O. 45 Portsmouth Group H.M.C. H.O.’s 50, 51 The Terms and Conditions of Service of 
Croydon. Mayday. Reg. 45 Rochford. Gen. Temporary Reg. )1 | Hospital Medical and Dental Staff apply te 
Dartford H.M.C. H.0O.’s se 45 | Romford. Rush Green. H.O. 51 | all N.H.S. hospital posts we advertise, unless 
Derby. Derbyshire Roye ul Infy. Pre- Romford. Victoria. H.O. os 51 | otherwise stated. Canvassing disqualifies, but 
reg. H.O. or Sr. H.¢ ; 16 | Seotland. Western R.H.B. teg. .. 52 | candidates may normally visit the hospital by 
Dewsbury Staincliffe Gen. . .0. 46 | Seunthorpe and Dist. War Mem. Reg. 52 | appointment. 
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4 


Outward signs of nervous stress are trequently 
ti, encountered in present-day practice, and the value of symptomatic 
treatment with a sedative dose of barbiturate is now accepted. ‘ Amytal’ and ‘ Sodium: Amytal ” 


can be relied upon to relieve nervous tension without irritability or loss of alertness. 


In nervous dyspepsia, gastric ulcer, etc., the administration of Tablets *‘ Amytal’” gr. t.d.s. 
is usually satisfactory. 
In neurotics the rather deeper action of the sodium salt is generally preferred. Treatment 


with ‘ Pulvules’ *‘ Sodium Amytal” gr. 1 t.d.s. is most beneficial in depressive and anxiety states, 


>< lly AMYLOBARBITONE SODIUM AMYLOBARBITONEI 
ELI LILLY AND COMPANY LIMITED - :- BASINGSTOKE -: HANTS 








@ LONGER ACTING AND MUCH MORE POTENT 






omparative effects of single 2.5 mg 
THAN TESTOSTERONE PROPIONATE | | - mt . _ . Prt Hgts 
* FEWER INJECTIONS REQUIRED SEMINAL “ T " . a a Sparta - moamepi aguas 
@ TREATMENT SIMPLIFIED VESICLE = ., t trate rats. 3 
@ COST LOWERED WEIGHT (mg) jo | 


Indicated in conditions where testosterone 
propionate has hitherto been employed, T.P.P. 
Organon is presented for subcutaneous in- 


{8 














7 ~ GE 

jection, in the following strengths—I0 mg. gi ‘i . | ee 

per c.c. and 50 mg. per c.c. eh . Bee ses04 orca | 
Packs: 3x1 cc. ampoules. 1x5 c.c. vials. — } 11 me RE 8) i 

Literature on request DAYS AFTER INJECTION 

ORGANON LABORATORIES tToD 
BRETTENHAM HOUSE, LANCASTER PLACE, Ws G2 
Telephones : TEMple Bar 6785-6-7, 0251-2 Telegrams : Menformon, Rand, London 
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Carter’s of Coleford, Makers of Ribena Blackcurrant Juice, 
announce a new Vitamin C syrup—Rosenma—which has been 


especially prepared for children from two weeks to ten years old 


It is a balanced blend of pure 
orange juice and rose hip 


extract. The well-known health 


ROSE HIP & ORANGE characteristics of both are 


here combined for the first 
WITH EXTRA GLUCOSE 





time. The soft, pleasant flavour 

of the rose hip has been used 

to stabilise the orange juice at an acidity which makes it most pleasant 
and acceptable to children of all ages. It does not cause stomach or bowel 
trouble. By reason of its high vitamin content (not less than 56 mgms. of 
Vitamin C per fluid oz.) Rosena is equal in Vitamin C activity to Ministry of Food 
Orange Juice and National Rose Hip Syrup. It also contains three natural sugars 
which are nutritionally valuable. These comprise glucose, fruit sugar and 
OSE MIP 4 ORANS cane sugar. In addition, a further 10 per cent. of pure glucose has been added. 
210 ~—C, 





2/10 a bottle Available through chemists only 
LASTS BABY A WHOLE MONTH 


Write for free sample and copy of *‘ Vitamin C in Infant Therapy” 


CARTERS OF COLEFORD -: DEPT. M3 - GLOUCESTERSHIRE 
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histetrirtielits vecords with the 


OSSOR wren 
ELECTRO-CARDIOGRAPH 


MODEL 










































The most convenient aid in the 
diagnosis of cardiac conditions, 

the Cossor Electro-Cardiograph gives 

a direct visible and permanent record on 
special sensitized paper, without the complication 
and delay of photographic development. The calibrated 
recording paper is supplied in rolls of 150 ft., allowing 
a continuous run of up to 30 minutes. The instrument 
is supplied with a Switch Attachment Model 1351 for 
the selection of Augmented Unipolar Leads. The com- 
pact alloy case is of stove-enamel finish with neat zip- 
fastening showerproof cover. For use on A.C. mains 
100/125 and 200/250 volts (50 cycles) or a suitably filtered D.C. rotary converter. A special sprung 
Trolley Model 1350, finished to match the cream enamel of the instrument, is available for hospital use. 
Demonstrations can be arranged on_request. 








A. ©. COSSOR LTD., INSTRUMENT DIVISION, DEPT. No. 15, HIGHBURY, LONDON, N.5. 
Telephone: CANonbury 1234 (33 lines) Telegrams and Cables: Amplifiers, Norphone, London Codes: Bentley's 
C.1.29 
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FITTED | 
KORKALITE, MOULDED CORKMOUTH 
OR ALUMINIUM CAPS 


UNITED GLASS BOTTLE MANUFACTURERS LTD 


8, LEICESTER STREET, W.C.2 - Telephone: GERRARD 8611 (18 Lines) Telegrams: UNGLABOMAN, LESQUARE, LONDON 
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SANCTIONED ON N.H.S. PRESCRIPTIONS (FORM E.C.10) 


EPHAZONE 
tablets 


The rational, symptomatic remedy 
for bronchial spasm in 


ASTHMA & BRONCHITIS 


Containing in each tablet: Ephedrine } grain, Theobromine 4} grain, 
Phenazone 1 grain, Calcium gluconate } grain 


This preparation 1s not advertised to the general public. Please write for 
descriptive leaflet and sample to the manufacturers : 


EPHAZONE LTD 59 BROOK ST. LONDON WI TEL: MAYFAIR 5496 






















“ 
\ 
aoe 


In Obstetrics as a safe Analgesia 
In Short Procedures as an Analgesic 
& Light Anaesthetic 


Makes the CYPRANE INHALER Ideally Suitable for 
The General Practitioner, The Maternity Hospital 
¢ The General Hospital 








Keighley, Yorks. 










Yhe Standard Mode/ TM 
is light robust & easily ape eee ( 
_b portable It can also be supplie : \ 
with BEDRAIL ATTACHMENT gi < : 
Of particular value yy" .) . fc) W 


From Surgical Houses or - CYPRANE L'® HAWORTH 
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MIOTROL 


TRADE MARK 


Methy! Testosterone 2.5 mg 
Stilboestr 0.25 ms 


A SYNERGISTIC 
OESTROGEN /ANDROGEN COMBINATION 


For the treatment of menopausal 
disturbances and male climacteric. 
Pre-menstrual migraine, pre- 


menstrual tension and dysmenorrhoea. 


Literature and price forwarded on request. 


AN ©XOID) PRODUCT 


OxXO LTD. (Madical Dept.) 
THAMES HOUSE, LONDON, E.C.4. 
Telephone: CENtral 978! 








(NEPENTHE 





(Registered) 


THE SAFEST AND BEST PREPARATION OF 
OPIUM 


Nepenthe contains all the constituents of opium and 
has been prescribed for over 100 years. It has been 
found by generations of Practitioners to be the best 
preparation of Opium as it does not cause the unpleas- 
ant after-effects usually attributed to opiates. It can 
be given over a considerable period and the effect 
remains invariably constant. 


Packed in 2-0z., 4-0z., 8-oz. and 16-0z. bottles, and 
for Injection in }-oz. rubber-capped bottles, sterile, 
ready for use. 


CFERRIS ) 


& Company Ltd., 


BRISTOL 


Telephone : 
BRISTOL 2138! 








Telegrams : 
FERRIS BRISTOL 











New Peptic Ulcer Treatment 
Comparable to Drip Therapy 


Whole milk and alkaline constituents 
‘combine to produce increased buffering action 


® ULACIN TABLETS have 
N been evolved to meet a 
very real need in the 
treatment of gastric and duo- 
denal ulcers. 

All the literature on the 
treatment of peptic ulcers em- 
phasizes the proven value of 
diminishing the acidity of the 
gastric juice. Many large and 
otherwise intractable ulcers can 
be healed by a _ continuous, 
intra-gastric drip of milk or 
aikali. 

Drip therapy, is, however, not 
always available, nor is_ it 
practicable to use it in many 
instances. Nulacin offers a 
satisfactory alternative. 


Continuous Neutralization 


NULACIN TABLETS, allowed 
to dissolve slowly in the mouth, 
have been shown clinically to 
provide a continuous neutraliza- 
tion comparable with that of 
drip therapy. (B.M.J., 1952, 
2, 180.) 

NULACIN TABLETS contain 
nutrient in a most acceptable 
form to the peptic ulcer patient. 
Nulacin Tablets obviate the 
necessity of taking frequent 
feeds, and so lessen the tendency 
to obesity which must inevitably 


RESTING : 2.2 


wnce 4 3 4 the te 13 18 Qe 2k 24 25 3 3d 
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occur in those who are following 
a dietary regime of food at 
frequent intervals. 

During ulcer activity the sug- 
gested dosage is 3 tablets to he 
sucked each hour, and for 
follow-up treatment 2 tablets 
should be sucked between 
meals, beginning half an hour 
after a meal. 

The tablet is of a suitable size, 

and of a consistency and hard- 
ness, so that, when it is sucked, 
the result is a constant and 
prolonged neutralization of the 
gastric juice. 
NULACIN TABLETS are ex- 
tremely palatable and during 
extensive clinical tests their 
taste has proved to be particu- 
larly acceptable to patients. 


The patient should be in-. 


structed to place the tablet 
between the gum of the upper 
jaw and the cheek. Here it will 
be comfortable, and slowly dis- 
solve. The efficacy of the tablet 
is greatly diminished if it is 
chewed and swallowed. 
NULACIN TABLETS are not 
advertised to the public. There is 
no B.P. equivalent to this tablet. 
NULACIN TABLETS are avail- 
able in dispensing units of 25, 
free of purchase tax. 
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The same patients 
as in Fig. 1, two 
days later, show- 
2 ing the striking 
neutralizing 
effect of sucking 
|} Nulacin Tablets 
i ] (3 an hour). 
p Tae 9 Note the return 
4 of acidity when 
Nulacin ts 
discontinued. 








NULACIN 


LIMITED 


Pharmaceutical Division, Slough, Bucks. 


| 
| 
| HORLICKS 
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Forecast-Fine 


Travelling in all weathers, often at 
short notice, a man must be protected 
against sudden changes of temperature. 
Chilprufe Pure Wool Underwear is 
ideal. Its close-knit fabric is firm, 
smooth, and comfortable at all times; 
warm but not overheating. Faultless 
fit and finish, remarkable durability, 
and unique protection from colds and 
chills, make Chilprufe the choice of 
discerning men everywhere. 


Ask your outfitter 
or write for NEW 
ILLUSTRATED 
CATALOGUE 
CHILPRUFB 


LIMITED Regd. 
LEICESTER 








CHILPRUFE 
1S 
PURE WOOL 
MADE 
fo 


neagams 


PERFECT 





r Ur 

















Formula :— 
Phenyimercuric Nitrate 
lso-buty! para-aminobenzoate 
N-butyl para-aminobenzoate... 
Benzocaine ane 
Cholesterol 
Calamine — 
Hydrophilic Base to ... a ‘a 
All percentages w/w 
Mode of issue: Collapsible tubes ¢ 








Rybar Benzocaine Calamine Cream 


A bland, sedative germicidal cream possessing powerful 
local anzsthetic properties. It is of great value in the 
treatment of eczematous conditions, pruritus, tinea and 
other skin infections due to bacteria or fungi. 


ing | oz. 
May be freely prescribed on Form ECIO. 


Professional sample and literature on request from: 


RYBAR aboralomes Ltd. 


TANKERTON *« KENT 





The || 
soothing effect produced on the application of R.B.C. | | 
in cases of intractable itching materially assists healing by | | 
promoting sleep and preventing rubbing and scratching. | | 

















Here IS A TONIC WINE whose properties 


make it admirable for convalescents 











and for those in a ‘run-down’ 
condition. Wincarnis is 
reinforced with finest extracts 
of beef and malt and contains 
1.7% solution of Sodium 
Glycerophosphate, B.P.C. It is 
guaranteed to contain not less 
than 28% and not more than 
30% proof spirit. 


> 








WINCARYIS 


THE WINE THAT DOES YOU GOOD 
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JUDET’S 
PROSTHESES. 





DOWN BROS. and MAYER & PHELPS LTD. 


Surgical Instrument Makers 
92-94, Borough High Street, London, S.E.! 


and 


32-34, New Cavendish Street, London, W.1 




















*& Made trom the 
finest Sheffield steel, Swann- 
Mlorton surgical blades are individually 
tested for keenness and flawlessness 
> —then sterilised and coated with 






pure Vaseline to reach the surgeon's 
hands in perfect condition. Handles are 
‘ of stainless metal, precisely machined to 
ensure that blades fit accurately and rigidly. There are eleven 
types of blade, as illustrated, and three types of handle. 


Swann Moston 


W, RR. SWANN & COL. LTD PENN WORKS SHEFFIELD - ENGLAND 
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A patient on an Intalok 
mattress can relax com- 
pletely. With this unique 
spring system great com- 
fort is combined with 
correct support. Intalok 
springs are much finer than those usually used in 
mattresses—giving a softer ‘local’ resilience. Yet, 
because there are hundreds of them, interlinked 
spring into spring, the overall support is even and firm. 
The complete rest Intalok brings makes a real con- 
tribution to the patient’s recovery. 

Here are other good reasons why 4 Intalok mattresses can be 
Intalok is the ideal hospital made to special thicknesses or 


mattress : sizes, Or in segments to suit 
1 All metal parts are rustless—  SP¢cial cases 
can be sterilized repeatedly we : 

hea - 5 Existing hair mattresses can 
2 The spring centre gains by be converted to Intalok. This 
repeated stoving. cuts costs. 
3 There are no tufts or piping 
to collect dust—and the mat- 6 Every Intalok springing unit 
tress is light for easy handling. is guaranteed for ten years. 


Write for illustrated leaflet and prices. 





THE HOSPITAL MATTRESS 
Intalok Ltd., Caldwell Road, Nuneaton 


INTALOK IS A PRODUCT OF THE SLUMBERLAND GROUP 














pro 


quz 
The 
eas' 
rut 
in | 





= || 


~ wt FS.) 








[HE LaNceET] 









Members of the medical 
profession recognize the 
‘* Perfex '’ Enema Syringe 
as a superior product of 
its kind. It is long-lasting 
because of the finest 
quality seamless rubber used in its construction. 

The ‘‘Perfex’’ has a perfect finish ... is hygienic and 
easily kept like new. Complete with bone rectum pipe, 
rubber vagina pipe and leather shield, and packed neatly 
in an attractive box. 





j. G. INGRAM & SCN, LTD. 
THE LONDON INDIA RUBBER WORKS 
HACKNEY WICK, LONDON, E.9 
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BY APPOINTMENT 
SURGICAL APPLIANCE MAKERS 
TO THE LATE KING GEORGE VI 


H. FE. CURTIS & SON LTD. 


Can you do better for your patients 











when prescribing 
ABDOMINAL BELTS OR TRUSSES 
than to recommend them to a firm 
who have made a scientific study and 
specialised in this particular branch 
of industry for fifty years. 


ELASTIC 
HOSIERY 
4 MANDEVILLE PLACE, LONDON, W.1 


Tel. WELbeck 2921/2922. 
Grams: Hecson, Wesdo. 







CORSETS 
TRUSSES etc. etc. 





ABDOMINAL BELTS 
AND SUPPORTS 












WHEN YEAST IS INDICATED 


D Cc L VITAMIN B; 


‘YEAST TABLETS 


form a palatable and rich 
source of Vitamin B; 


The Dried Yeast from which these tablets are 
made contains in each gram approximately 300 
International Units of Vitamin B;, 50 micrograms 
of Riboflavin, 250-350 micrograms of Nicotinic 
Acid and 25-50 micrograms of Vitamin Beg. 


* 3 D.C.L. Vitamin B, Tablets equals 1 gram. 
Issued by all chemists in bottles of 50 and 100. 











ANOTHER QUALITY OF DRIED YEAST 
IN POWDER FORM IS AVAILABLE AS:— 


DRIED YEAST ®- 


FOR HOME AND EXPORT 


Full particulars may be obtained from 
THE DISTILLERS CO. LTD. 
12 TORPHICHEN STREET EDINBURGH 

















WEST LONDON 


INVESTMENT 


BUILDING SOCIETY 


SHARE INTEREST HAS BEEN MAINTAINED AT 


©) 
3/ Clear of Income Tax 
oO 


on all sums £1 to £5000 
FOR THE PAST 17 YEARS 


Unrivalled for the highest interest combined with safest security 
Apply to the Secretary : ie Saas 
C. MONTAGUE, F.A.C.c.A., 199 UXBRIDGE ROAD, 
LONDON, W.12 














Soluble BARBITONE ar. 2}. Stabilised 
VALERIAN m. 3, per drachm. 


The economical and effective 


SEDATIVE & HYPNOTIC 
4 oz. bottle 3/9 


(also 40 oz. and 80 o7z. sizes) 
Samples on signed request 


ROBERTS & CO. 
76, New Bond Street, London, W.1 








Tue Lancer] THE LANCET GENERAL ADVERTISER [Jan. 3, 1953 











SMEDLEY’S HYDRO 
Mental and MATLOCK, DERBYSHIRE 


No Branch Establishments Established 1853 
e ( Hucu Barser, M.D., F.R.C.P. 
Crvo US Lsor ers Physicians G. L, Meacuim, M.B,, Ch.B, 
( R, C. Atitson, M.A,, M.B., B.Ch, (Cantab.) 
A COMPLETE SUITE OF BATHS—including separate Turkish and 


St. John of God Hospital is beautifully Russian Baths for Ladies and for Gentlemen, Aix Douches, Vichy Douches, 
situated between the Dublin mountains | and full Electric Installation for Baths and Medical purposes, 


@ Fully trained and the sea, 5 miles from the city, | MASSAGE INFRA-RED LIGHT, Etc. 
Nursing Staff of | 2nd surrounded by its own pleasantly | NAUHEIM BATHS PLOMBIERES TREATMENT 
Brothers of St. wooded and extensive g-ounds. SOAPLESS FOAM BATHS ULTRA THERM, INDUCTO- 

Every form of modern treatment. DOWSING RADIANT HEAT THERM, DIATHERMY 
John of God,  Fectrical Convulsive Therapy (with | SUNRAY BATH HIGH-FREQUENCY 
Dietician, Rest- Curare if necessary), Insulin Coma PARAFFIN WAX BATHS 


dent Chaplain, Unit, Modified Insulin, Prolonged | Special provision for Invalids, Milk from own Farm. Two passenger 
Male Patients Narcosis, Psycho-Therapy, Prefrontal Elevators. Electric Light. Night attendance. Rooms well ventilated 


: and al] Bedrooms warmed throughout the Establishment. Large Winter 
only. Terms on Leucotomy, Occupational Therapy, Garden, Extensive Pleasure Grounds, Matlock Golf Links, 18 holes, 
application. 


Recreational Therapy, Staff of Regu- | within ‘easy distance. A large staff of Male and Female Attendants, 
larly Visiting Consultants. Masseurs, and Bath Attendants, 

Address enquiries to: P. F,O’BRIEN,M.B., B.Ch The Baths constitute a wing of the Hydro and access is by lift from all 
B.A.0., D.P.M. Resident Medical Superintendent | ‘loors without stairs. 


~ Admission may be arranged through the Consulting Physician, from whom 
St. John of God 
e 






any further information required is available, 
Prospectus and full particulars on application 


Telegrams: ‘‘Smedleys Matlock” Telephone: Matlock 17 (5 lines) 


CHISWICK HOUSE 


PINNER, MIDDLESEX 
Telephone: PINNER 234 





A Private Home for the Treatment and Care of Mental and 


a bal \ie : * a Nervous Illnesses in both Sexes. 
eer bg B A modern house, 12 miles from Marble Arch, in attractive 
secluded grounds. Patients treated under Certificate, Tem- 


‘ST. JOHN OF GOD HOSPITAL, STILLORGAN, DUBLIN porary or Voluntary status. Modern forms of treatmeut, 


including psychotherapy, narco-analysis, modified insulin, 
Phone: 82043-855751 occupational therapy, E.C.T., etc. Fees from 12 guineas a week. 
DOUGLAS MACAULAY, M.D., D.P.M. 


CLIFFDEN, TEIGNMOUTH 


For the early treatment of nervous disorders and patients needing rest and care 














A well-appointed House with spacious balconies and extensive views of the South Devon Coast. Beautiful garden and own dairy in 35 acres 
In the same grounds, ROWDENS, a comfortable house with lovely views. Private road to the beach 
There is also a charming house, EBWORTHY, MANATON, DARTMOOR, situated in 25 acres, 1100 ft. up for bracing moorland air 
Resident Physicions—BERTHA M. MULES, M.D., B.S. ANNE S. MULES, M.R.C.S., L.R.C.P. Telephones—TEIGNMOUTH 289 and 537 


CAMBERWELL HOUSE, 33. Peckham Road, London, S8.E.5 


seme Teleorame: A PRIVATE HOSPITAL FOR THE 
os TREATMENT OF NERVOUS AND MENTAL DISORDERS 


Completely detached Villas for mild cases. Voluntary Patients received. Fifteen acres of grounds. Hard and grass tennis courts, putting greens, 
Recreation Hall with Badminton Court, and all indoor amusements. Occupational therapy, Calisthenics, Actinotherapy, prolonged immersion baths, 
shock and all modern forms of treatment. Chapel. 

Senior Physician Dr. THOMAS T. BARTLETT, assisted by An Iilustrated Prospectus giving fees, which are reasonable, 

a resident Medical Staff and visiting Consultants may be obtained upon application to the Secretary 

The Convalescent Branch is HOVE VILLA, BRIGHTON. 





Tdephone: 
Roprer 4242 (2 lines) 


MUNDESLEY SANATORIUM 


MUNDESLEY, NORFOLK 


TERMS FROM 16 GUINEAS WEEKLY (Single Room). Waiting list: 2 weeks 














a = 13 es (Shared Room). Immediate vacancies 
Medical Superintendents : 
E. C. WYNNE-EDWARDS GEORGE H. DAY 
M.B.(Cantab.), F.R.C.S.(Edin.) M.D.(Cantab.) 
For all information apply THE SECRETARY Telephone : Mundesley 94 and 95 (2 lines) 
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ST. ANDREW’S HOSPITAL 


FOR NERVOUS AND 
MENTAL DISORDERS 


NORTHAMPTON 


PRESIDENT : 


THe EARL 


SPENCER 


MEDICAL SUPERINTENDENT : THOMAS TENNENT, M.D., F.R.C.P., D.P.H., D.P.M. 


This Registered Hospital is situated in 130 acres of park and pleasure grounds. 
to prevent recurrent attacks of mental trouble ; ‘ 
Careful clinical, biochemical, bacteriological, and pathological examinations. 


incipient mental disorders or who wish 
of both sexes are received for treatment. 


Voluntary patients, who are suffering from 
temporary patients, and certified patients 
Private 


rooms with special nurses, male or female, in the Hospital or in one of the numerous villas in the grounds of the various branches 


WANTAGE HOUSE 


cun be provided. 


This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be admitted. 


It is equipped 


with all the apparatus for the complete investigation and treatment of Mental and Nervous Disorders by the most modern methods ; 


insulin treatment is available for suitable cases. 


It contains special departments for hydrotherapy by various methods, including 


Turkish and Russian baths, the prolonged immersion bath, Vichy Douche, Scotch Douche, Electrical baths, Plombiéres treatment, 


etc. There is an Operating Theatre, a Dental Surgery, an 
Diathermy and High-frequency treatment. It also contains 
research. i 


X-ray 
Laboratories for biochemical, 
Psychotherapeutic treatment is employed when indicated. 


Department for 
and pathological 


Ultraviolet Apparatus, and a 


bacteriological, 


Room, an 


MOULTON PARK 


Two miles from the Main Hospital there are several branch establishments and villas situated in a park and farm of 650 acres. 


Milk, meat, fruit, and vegetables are supplied to the Hospital from the farm, gardens, and orchards of Moulton Park. 


Occupational 


therapy is a feature of this branch, and patients are given every facility for occupying themselves in farming, gardening, and fruit 


BRYN-Y-NEUADD HALL 


The seaside house of St. Andrew’s Hospital is beautifully situated in a park of 330 acres, at Llanfairfechan, amidst the finest 


growing. 


scenery in North Wales. : 
branch for a short seaside change or for longer periods. 
is trout-fishing in the park. 





On the North-West side of the Estate a mile of sea coast forms the boundary. 
The Hospital has its own private bathing house on the seashore. 


Patients may visit this 
There 


At all the branches of the Hospital there are cricket grounds, football and hockey grounds, lawn tennis courts (grass and hard 


courts), croquet grounds, golf courses, and bowling greens. 
provided for handicrafts, such as carpentry. et 


c. 
For terms and further particulars apply to the Medical Superintendent (TELEPHONE : 


ean be seen in London by appointment. 


Ladies and gentlemen have their own gardens, and facilities are 


Northampton 4354 (3 lines)), who 





CHEADLE ROYAL CHEADLE 


CHESHIRE 
A Registered Hospital for MENTAL DISEASES and its 
N. Wales 


For Terms and further information apply to the MEDICAL SUPERINTENDENT 


Seaside Branch, GLAN-Y-DON, Colwyn Bay, 


The object of this Hospital is to provide the most efficient 
means for the treatment and care of patients of both 
sexes suffering from MENTAL and NERVOUS DISEASES. 
The Hospital is governed by a Committee appointed by 
Trustezs. Deep and Modified Insulin Coma; €E.C.T., 
and Psychotherapeutic treatment given. VOLUNTARY, 
TEMPORARY, AND CERTIFIED PATIENTS RECEIVED. 
Telephone : GATLEY 2231 





BOWDEN HOUSE 


HARROW-ON-THE-HILL, MIDDLESEX 


Established in 1911 Tel.: BYRon 101! & 4772 

(Incorporated Association not carried on for profit) 
A private nursing home for patients suffering from the neuroses 
and nervous disorders. Patients under certificate not accepted. 
The home is 30 minutes from Marble Arch and stands in 6 acres 
of pleasant unds. A diagnostic week has long been established 
and is used if requested by the patient’s physician, who may 
in certain cases direct treatment. 
Intensive psychotherapy and all modern forms of physical 
psychiatric therapy are available for suitable cases. 
Occupational therapy both indoor and outdoor. 
All treatment by the members of thestaff is inclusive and the 
fees range from 16 to 25 guineas per week depending on the room 
occupied. 

Apply : MEDICAL DIRECTOR 


HEIGHAM HALL, NORWICH 


PRIVATE MENTAL HOME for Nervous and Mental iliness. 
of treatment carried out. 
available. 


All types 

Accommodation for Alcoholics and Addicts 

Special Geriatric Unit now open. Fees from 6 gns. per week 
upwards according to requirements. 

Apply to Dr. J. A. SMALL Telephone : Norwich 20080 


SPRINGFIELD HOUSE 


Phone: BEDFORD 3417 Near BEDFORD 


For MENTAL CASES (including the aged) 


Fees from Eight Guineas per week (Separate Bedrooms for suitable 
cases withoul extra charge) 
For forms of admission, &c., apply to the Resident Physician, 
Creprio W. Bower. 
INTERVIEWS IN LONDON BY APPOINTMENT. 





THE COTSWOLD SANATORIUM 


On the Cotswold Hills, seven miles from Cheltenham, 
Stroud and Gloucester, equipped for the treatment of 
Pulmonary Tuberculosis. Full day and night nursing staff. 

, Terms from £10 per week 


Full particulars from Secretary, COTSWOLD SANATORIUM, 
CRANHAM, GLOUCESTERSHIRE. 
Telephone : Witcombe 218! 





Academic and Educational 








ROYAL COLLEGE OF SURGEONS OF ENGLAND 
LECTURES—JANUARY, 1953 

The following Lectures will be delivered at the College in 

Lincoln’s Inn Fields, London, W.C.2. 
HUNTERIAN LECTURE 

Thurs. 8th at 5 p.M., Prof. RODNEY 
Neoplasms. 

FIRST SHOWING OF A FILM PRODUCED BY MAY & BAKER 

Thurs. 8th at 6.15 P.M. on ‘‘ The Reduction of Surgical 
Heemorrhage.”’ 


SMItTH—Pancreatic 


LECTURE 
Thurs. 15th at 5 p.M., Prof. ARNOLD SORSBY 
Ophthalmology. 

The Lectures are open to those attending Courses in the 
College and also to all other Medical Practitioners, Dental 
Surgeons, and Advanced Students. 

W. F. Davis, Deputy Secretary. 
UNIVERSITY OF OXFORD 


Cortisone in 


RADCLIFFE TRAVELLING FELLOWSHIP, 1953 

An Examination for a Fellowship of the annual value of 
£300, tenable for 2 years, will be held at the University Museum 
on 14TH FEBRUARY, 1953. Candidates must have passed all the 
examinations for the Degree of Bachelor of Arts and Bachelor 
of Medicine, and must not have exceeded 4 years (exclusive of 
National Service) from the time of passing the last examination 
for the Degree of Bachelor of Medicine. 

The examination will take the form of a self-chosen essay and 
an interview. Further particulars to be obtained from the 
Regius Professor of Medicine, University Museum, Oxford. 

All applications, with essays, must be sent in by 31st January, 
1953. 


IMPERIAL COLLEGE OF SCIENCE AND 
TECHNOLOGY 
South Kensington, London, S.W.7 
PHYSICS DEPARTMENT 
(Technical Optics Section) 

A coursE of 8 Lectures by Assistant Professor B. K. JOHNSON 
on MICROSCOPY will be given on TUESDAYS and THURSDAYS at 
4.30 P.M., commencing on TUESDAY, 3RD FEBRUARY, 1953. 

The lectures, which will be accompanied by practical demon- 
strations, will include modern advanced methods in microscopy. 
They will be suitable for those having to use the microscope in 
technical practice. 

Application for admission should be made to the Registrar 
of the Imperial College, Prince Consort-road, 8.W.7. The fee 
is £2 2s. for the Lectures. Students of the College and Inter- 


Collegiate students will be admitted free (on production of an 
Inter-Collegiate ticket). 
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BRITISH POT ENeS* MEDICAL FEDERATION 
UNIVERSITY OF LONDON 
“THE SCIENTIFIC BASIS OF MEDICINE ” 
1952-1953 

SECOND TERM : JANU ARY MARCH, [953 
The following lectures, which are designed especially for 
research-workers and specialists in training, will be delivered at 
The London School of Hygiene and Tropical Medicine, Keppel- 
street, W.C.1, on TUESDAY and THURSDAY afternoons at 5.30 


P.M., during the second term of the session 1952-53. Admission 
free without ticket. 
Date Lecturer Title 


January 
Tues. 6th .Prof. Sir JAMES SPENCE,..The 
M.C M.D., F.R.C.P. 
(Newcastle ) 
Thurs. 8th ..Dr. S. J. FOLLEY, D.sc.,. 
PH.D., F.R.S. (Reading) 


Methodology of 
Clinical Science 


. Pituitary Hormones in 
Reproduction and 
Lactation 

The Physiology of Par- 
turition 


ues. 13th Prof. A. HUGGETT, D.SC.,.. 
PH.D. (St. Mary’s Hos- 
pital Medical School) 

(hurs. 15th..Prof. G. F. MARRIAN,.. 

D.SC., F.R.S. 
burgh ) 

Tues. 20th ‘+o A. S. PARKES, M.A.,. 

D., 6.8.8. (ALR. 
Mill iil) 

Thurs. 22nd..Mr. H. J. SEDDON, M.A.,. 
D.M., mens (Institute 
of Orthopaedics) 

Prof. Sir FREDERIC BArtT-..The Nature and Place 
LETT, C.B.E., M.A., F.R.S. of Thinking in Medi- 
(Cambridge) cine 

Thurs. 29th..Prof. Sir ALEXANDER..Recent Progress in 

FLEMING, M.B., B.S., Antibiotics 
F.R.C.S8., F.R.C.P., F.R.S. 

(St. Mary’s Hospital 

Medical School) 


The Metabolism of the 
Adrenocortical Hor- 
mones 

. Preservation of Living 
Cells at Low Tem- 
peratures 

. Certain Aspects of 

Nerve Repair 


(Edin- 


Tues. 27th 


February 
Tues. 3rd . Prof. E. J. KING, PH.D.,. 
p.sc. (Postgraduate 
Medical School of Lon- 

don) 

. Prof. MATTHEW STEWART,. 
C.B.E., F.R.C.P. (former- 
ly University of Leeds) 

Tues. 10th ..Dr. Honor B. FELL,. 

F.R.S. (Cambridge ) 


. Silicosis and Asbestosis 


Thurs. 5th -Pulmonary Asbestosis 


.Organ Culture in Bio- 
logical and Medical 
Research 

. Prof. P. C. C. GARNHAM,..The Life Cycle of the 
M.D., D.SC., D.P.H. (Lon- Malaria Parasite 
don School of Hygiene 
_ Tropic al Medicine) 


Thurs. 12th. 


flues. 17th ..Dr. J. C. Ware, M.B.,..Human Hemoglobins 
ri H. (Postgraduate and Derived  Pig- 
Medical School of Lon- ments 
don) 


Thurs. 19th. .Sir ALAN Drury, C.B.E.,..Uses and applications 
M.D.,F.R.S. (Cambridge ) of Human _ Blood 
Plasma Fractions 


Tues. 24th ..Dr. P. L. MOLLISON, B.A.,..The Life-span of Red 


M.D. (Postgraduate Cells 
Medical School of Lon- 
don) 
Thurs. 26th..Dr. A. H. T. RoBB-SMirH,.. The Functional Signifi- 
M.A., M.D., F.R.C.P. cance of Connective 
(Oxford) Tissue 
March 
Tues. 3rd .Prof. E. P. SHARPEY-..Causes of Hypotension 
“y HAFER, M.B., B.CHIR. in Man 
’.R.C.P. (St. Thomas's 8 


Hiospital Medical School) 
Thurs. 5th .. Prof. G. W. PICKERING,..The Natural History of 
M.A., M.B., F.R.C.P. (St. Essential Hyperten- 
Mary’s Hospital Medical sion 
School) 
UNIVERSITY OF LONDON 
INSTITUTE OF OBSTETRICS AND GYNASCOLOGY 
Incorporating the teaching facilities of Queen Charlotte’s 
davaits Hospital, Chelsea Hospital for Women, and the 
Department of Obstetrics and Gynaecology at the Postgraduate 
Medical School, Hammersmith Hospital) 
Applications are invited from graduates with a registrable 
ualification, for enrolment for the SPRING TERM (9TH MARCH— 
6TH JUNE, 1953). Graduates will attend each of the 3 hospitals 
of the Institute in turn for clinical work, lectures, and special 
demonstrations. Enrolment fee £3. Tuition fee £30 for 1 term, 
£55 for 2 terms. 

General] practitioners wishing further experience in obstetrics 
may be accepted to attend the course at Queen Charlotte’s 
Maternity Hospital for shorter periods—i.e., 2-4 weeks. They 
will be allowed to do normal deliveries and will have the oppor- 
tunity of attending the combined classes of lectures and demon- 
strations at the 3 hospitals of the Institute. Ministry of Health 
grants are payable to approved general prac titioners attending 
for a period of 2 weeks. 

During vacation, graduates may attend the practice of the 
hospital at Queen Charlotte’s Hospital and at the Postgraduate 
Medical School. Fee £1 per week. 

A refresher course for general practitioners will be held from 
asrd February to 28th February, 1953. Fee £5 5s 
fostel accommodation is available at Quee n Charlotte’s 
Hospital and at the Postgraduate Medica! School. 

Further particulars can be obtained from the Secretary, 
— of Obstetrics and Gynecology, Dovehouse-street, 
8.W.3. 
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UNIVERSITV OF LONDON 


A couRsE of 3 Lectures on ‘‘ Mammalian Reproduction 
will be given by Prof. 8. A. ASDELL (Cornell) at 4 P.M. on 13TH. 
14TH, one 15TH JANUARY at ~~ Royal Veterinary College and 
Hospital, Camden Town, N.W. 

Admission free, without tic ket. 

JAMES HENDERSON, Academic Registrar 
INSTITUTE OF UROLOGY 
in association with 
ST. PETER’S, ST. PAUL’S AND ST. PHILIP’S HOSPITALS 


WEEK-END COURSE IN ADVANCED UROLOGY 
16TH-I8TH JANUARY, 1953 
Friday, 16th January, St. Paul’s Hospital 
Time Title Lecturer 
2p.M. .. Operating Session .. .. Mr. H. G. HANLEY 
8-9 P.M. .. Lecture: Urology of.. Mr. D. I. WrLLiIaAMe 
Childhood 
Saturday, 17th January, St 
10 A.M,- 
11 A.M. 
11.30 aA.M.- 
12.30 P.M. 


. Paul’s Hospital 

Seminology and its Prac-.. Dr. H. A. DavrDBON 
tical Applications 

Management of Bilateral. . 
Renal Calculi 

L = h at Central Middlesex Hospital 

Saturday, 17th January, Central Middlesex Hospital 

2—4 P.M. De monstration of Cases.. Mr. J. D. FERGUSSON 

at Central Middlesex 


Mr. A. W. BADENOOH 


ne 
Sunday, 18th . Seal iry, St. Paul’s Hospital 
10 A.M.- Demonstration of new.. Mr. A. R.C. HiGHAM 
11 A.M. instruments and 


manoeuvres 

Considerations Affecting... Mr. A. C. Morson 
Treatment of the Man 
with an Enlarged Pros- 
tate 

Lunch at St. Philip’s Hospital 

18th January, The Royal Cancer Hospital 

Demonstration of.. Mr. D. M. WALLAcE 
Methods of Treatment 


11.30 A.M. 
12.30 P.M. 


Sunday, 
2-4 P.M. 


Fee for the course 5 guineas. Lunch and tea will be provided 
Applications to the Secretary, a of Urology. 
10, Henrietta-street, Covent Garden, W. 
COURSE IN SSReaaaaS 
at the 
INSTITUTE OF ORTHOPDICS 


12TH-17TH JANUARY, 1953 
Some manifestations..Mr. H. J. BuRROWws 
{ s metabolic  dis- 
12th January pari ee . y ; 
Spey Investigation of vas-..Mr. G. L. W. BONNFY 
Town Section cular disorders 
{Morbid Anatomy and..Dr. H. A. Sissons 


Fndocrine aisord Dr. R. N 
(Endocrine disorders ..Dr. lt. NASSIM 
13th January | Muscle testing... ..Mr. D. M. Broors 


\ Radiological diagnosis..Dr. F. C. GoLpInG 
lays diagnosis..Dr. P. H. SANUIFER 
in orthopeedics 
14th January Electrical examina-..Mr. H. J. SEDDON 
Town Section) tion 


Radiology, including..Dr. E. H. ALLEN 


tomography 
1 see { Bacteriology ..Dr. C. H. Lack 
Section | Clinical Problems ..Mr. P. H. NEWMAN 
16th January (Clinical Problems —.. Mr. J. A. CHOLMELEY 
Section | Biochemistry .. --Dr. T. F. DLXon 
ota {Clinical and Radio-..Dr. F. H. STEVENSON 


D 
Section | logical discussion and Dr. E. H. ALLEN 


The fee for the course (including lunch and tea) is 7 guineas. 
Early application should be made to the Dean at 234, Great 
Portland-strect, W.1. 


WILL EDMONDS CLINICAL RESEARCH FUND 


Applicatons are invited from registered medical practitioners 
for a FELLOWSHIP at an initial salary at the rate of £1250 
a year, to be awarded for clinical research in hospitals in the 
Metropolitan area of London. The appointment will be made 
for a year in the first instance but the holder will be eligible for 
reappointment annually up to a total period of 3 years, with 
salary increments at the rate of £100 a year. The subject of the 
research must be approved by the Wil) Edmonds Clinical 
Research Fund Committee. The appointment will be on a full- 
time basis. The applicant should state qualifications, the line 
= research proposed and the hospital at which the work will be 
done. 

Further details may be obtained from the Assistant Secretary, 

The Royal College of Physicians, Pall Mall East, London, S.W.1, 
by whom applications for the Fellowship, accompanied by the 
soe of 2 referees, must be received not later than 31st March, 
1953. 
ST. MARY’S HOSPITAL MEDICAL SCHOOL (University 
OF LONDON), Paddington, W.2. SURGICAL UNIT. Applications 
are invited for the full-time appointment of JUNIOR 
LECTURER (equivalent status to Senior Registrar) for 1 year 
in the first instance. Salary £900-£100-—£1100, together with 
family allowances and superannuation under tife F.S.S. 

Applications (2 copies), with names of 3 referees, should be 
submitted by 26th January, 1953, to the Secretary from whom 
further particulars may be obtained. 
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ST. MARY’S HOSPITAL MEDICAL SCHOOL (University 
OF LONDON), Paddington, W.2. DEPARTMENT OF BACTERIOLOGY. 
Applications are invited aoe medical practitioners for the 
appointment of JUNIOR LECTURER IN BACTERIOLOGY 
Salary £900—-£100-£1100, plus superannuation and family 
allowances. 

Applications (2 copies), with names of 3 referees, should be 

submitted by 26th January, 1953, to the Secretary from whom 
further partic ulars may be obtained. 
THE WELSH NATIONAL SCHOOL OF MEDICINE. 
(UNIVERSITY OF WALES.) Applications are invited for the 
appointment of ASSISTANT CLINICAL PATHOLOGIST 
in the Department of Pathology and Bacteriology. Previous 
experience in pathology is not essential. The appointment is 
a full-time one for a period of 2 years. The salary is on the 
scale £650—£100-£950 p.a. with participation in the family 
allowance and superannuation schemes. The point of entry 
on the scale will depend on qualifications and experience. The 
person appointed will be required to commence duty as soon 
as possible after appointment. 

Applications should be made to the undersigned from whom 
further particulars may be obtained. 

34, Newport-road, Cardiff. F. DopsworthH, Secretarv. 
UNIVERSITY OF LONDON. The Senate invite apptica- 
tions for the READERSHIP IN HUMAN PHYSIOLOGY 
tenable at St. Mary’s Hospital Medical School (salary within the 
range £1200—£1800 a year). 

Applications (10 copies) must be received not later than 9th 
February, 1953, by the Academic Registrar, University of 
London, Senate House, W.C.1, from whom further particulars 
may be obtained. 
UNIVERSITY OF GLASGOW. Applications are invited 
for the ST. MUNGO CHAIR OF SURGERY which will become 
vacant at the end of the current session. 

Further particulars may be obtained from the undersigned, 
with whom applications (20 copies) should be lodged not later 
than 14th February, 1953. The successful applicant will be 
expected to begin duty on Ist October, 1953, or such later date 
as may be arranged 

nf Rost. T. HUTOHESON, Secretary of University Court. 
UNIVERSITY OF BELFAST. Applications are invited 
for a LECTURESHIP IN BIOCHEMISTRY in The Queen’s 
University of Belfast. Salary £800—4£50—£1150, plus F.S.S.U. 
Initial placing on this scale will depend on experience and 
qualifications. 

Applications should be received by 25th February, 1953. 
Further particulars may be obtained from G. R. Cowlg, M.a., 
LL.B., Secretary. 

UNIVERSITY OF ALBERTA, CANADA. 

ASSOCIATE PROFESSOR oF BACTERIOLOGY, Faculty 

of Medicine. 

SENIOR ASSISTANT BACTERIOLOGIST, 

Laboratory of Public Health. 

Applicants for the combined appointment should possess a 
medical degree and have considerable experience in general or 
public health bacteriology. Basic salary including Provincial 
Laboratory bonorarium $6400-—$6900, plus cost-of-living bonus 
currently in excess of $500 p.a. Contributory pension plan and, 
for married man, allowance towards cost of moving. 

Applications, naming 3 referees, and inquiries to the Dean, 
Faculty of Medicine, University of Alberta, Edmonton, Alberta. 





Provincial 





Hospital Services : Senior Appointments 


NORTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. ASSISTANT PHYSICIAN (whole-time) require “y 
for duties at Hampstead Chest Clinic, 54, Eton-avenue, N.W. 
and St. Marylebone Chest Clinic, St. Marylebone Town Hail, 
N.W.1. Salary scale £1300 (at 32 years)—-£1750. Candidates 
should have good general medical experience and special 
experience in tuberculosis and diseases of the chest. Possession 
of higher qualification desirable. Clinics may be visited by 
direct appointment. 

Detailed applications, including date of birth, and names of 
3 referees, to Secretary, North West Metropolitan Regional 
Hospital Board, 114, Portland-place, W.1, by 7th February, 1953. 
NORTH WEST METROPOLITAN REGIUNAL HUS- 
PITAL BOARD. ASSISTANT PHYSICIAN (whole-time) required 
at Tuberculosis Unit (94 Beds), Highgate Wing, Whittington 
Hospital, N.19, and St. Pancras Chest Clinic, 26, Margaret- 
street, W.1. Salary scale £1300 (at 32 years)—-£1750. Candidates 
should have good general medical experience and special 
experience in tuberculosis and diseases of the chest. Possession 
of higher qualification desirable. Post vacant not later than 
Ist April, 1953. Hospital and Clinic may be visited by direct 
appointment with Chest Physician. 

Detailed applications, including date of birth, and names of 
3 referees, to Secretary, North West Metropolitan Regional 
Hospital Board, 11a, Portland-place, W.1, by 7th February, 1953. 
SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applic ations are invited for an appointment as 
Part-time CONSULTANT ANASSTHETIST for 5 notional 
half-days a week divided between the Woolwich and Lewisham 
Groups of hospitals. The work will comprise sessions in each 
Group as follows :— 

Woolwich : Tuesday and Thursday afternoons. 

Lewisham : Monday and Tuesday mornings and Friday 
evening (5 P.M.). 

Candidates must have had wide experience in anesthetics 
and hold the Diploma in Anesthetics. 

Apply, stating nationality, age, sex, qualifications and 
experience, including details of present appointment and of war 
service, together with the names and addresses of 3 referees, 
to the Secretary, Advisory Appointments Committee, South 
oy Metropolitan Regional Hospital Board, 11, P ortiand- -place, 

. The last day for acceptance of applic ations will be 17th 
eS 1953. 














SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited to fill a vacancy for a 
Whole-time CONSULTANT PATHOLOGIST at the Woolwich 
Group of hospitals. Candidates must have had wide experience 
in pathology with special experience in hematology and 
histology. A higher University degree or membership of a 
Royal College of Physicians is desirable. Applicants may visit 
the hospitals concerned. 

Apply, stating nationality, age, sex, qualifications, and 

experience including details of present appointment and of war 
service, together with the names and addresses of 3 referees, 
to the Secretary, Advisory Appointments Committee, South 
East Metropolitan Regional Hospital Board, 11, Portland-place 
W.1. The last day for acceptance of applications will be 17th 
January, 1953. 
SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited to fill a vacancy for a 
Whole-time ASSISTANT PATHOLOGIST to the Greenwich 
and Deptford Group of hospitals. Candidates must have had 
general experience in pathology and possession of a higher 
qualification is desirable. Salary within the scale £1300-£50 
£1750. Applicants may visit the hospitals concerned. 

Apply, stating nationality, age, sex, qualifications, and 
experience, including details of present appointment and of war 
service, together with the names and addresses of 3 referees 
to the Secretary, Advisory Appointments ge South 
7 ay Metropolitan Regional Hospital Board, 11, Portland-place, 

-l. The last day for acceptance of applications will be 

1 vin January, 1953. 
ST. BARTHOLOMEW’S HOSPITAL, E.C.1. Applications 
are invited for a post of REFRACTION OFFICER to work 2 
half-days a week (Monday or Thursday afternoon, Tuesday ot 
Friday morning). The appointment will be fer 1 year with 
eligibility for re -election to 5 years, and the salary will be at 
the rate for a Senior Hospital Medical Officer or Senior Registrar 
according to the experience of the successful candidate. 

Applications, with names of 3 referees, should be submitted 
to the undersigned by 17th January, 1953. 

}. C. CARUS-WILSON, Clerk to the Governors 
ST. GEUORGE’S HOSPITAL, S.W.1. Applications are 
invited for the post of Part-time ASSISTANT in the Depart 
ment of Psychiatry in the grade of Senior Hospital Medical 
Officer, for 2 half-days per week in the Outpatient Department 
Candidates should have had experience in psychotherapy. 

Applications, together with the names of 3 referees, should b« 
received by the undersigned not later than 10th February 
1953. P. H. CONSTABLE, House Governor 
BIRMINGHAM, 29. SELLY OAK HOSPITAL 
ANASTHETISTS. Up to 5 weekly temporary notional half 
day sessions will be required at Selly Oak Hospital during the 
next few months. 

Medical practitioners who are experienced in anesthesia and 

who are interested should get in touch with the Medical Superin 
tendent as soon as possible. 
BIRMINGHAM REGIONAL HOSPITAL BOARD. Appli- 
cations invited for appointment of Whole-time CONSULTAN1 
E.N.T. SURGEON to Birmingham (Dudley Road) and Lichfield 
Sutton Coldfield, and Tamworth Groups. Duties mainly at 
Dudiey Road Hospital (800 Beds) and also at Birmingham 
Hearing Aid Clinic (1 notional half-day), and Sutton Coldfield 
Hospital (54 Beds—1 notional half-day). Non-resident appoint 
ment. Higher qualification required and wide experience in 
specialty essential. 

Applications (15 copies), naming 3 referees, to Secretar) 
10, Augustus-road, Birmingham, 15, before 19th January. 
NEWCASTLE REGIONAL HOSPITAL BOARD. Thoracic 
SERVICE. CONSULTANT THORACIC SURGEON required 
whole-time or part-time for a minimum of 9 notional half-days 
per week. Salary scale £1700—£2750 whole time, pro rata part 
time. The re jonsultant appointed will be required to bave higher 
qualifications and to have had good experience in general and 
thoracic surgery. Duties will include work in connection with 
both pulmonary tuberculosis and non-tuberculous thoracic 
surgery. He will be a member of the Regional Thoracic Surgical 
Team undertaking duties at Shotley Bridge Hospital and else 
where in the Region, and will be required to reside at a suitable 
point between Shotley Bridge and Newcastle. Additional 
information may be obtained from the Senior Surgeon, Regional 
Thoracic Centre, Shotley Bridge Hospital, Co. Durham. 

Applications, ‘together with names and addresses of referees 

(preferably), or testimonials to a total of 3, to be sent to the 
Senior Administrative Medical Officer, “ Blythswood South,’ 
Newcastle upon Tyne, 2, within 28 days. 
MANCHESTER REGIONAL HOSPITAL BOARD invite 
applications for the whole-time non-resident post of ASSISTANT 
ANAESTHETIST working under the general direction of Con 
sultants at the South Manchester Hospital Centre (Withington, 
Baguley— Regional Thoracic Surgery Centre—Christie Hospitals, 
&ec.). Salary £1300-£50-£1750. The successful candidate will 
be required to live in or near Manchester. 

Application forms may be obtained from the Senior 

Administrative Medical Officer to the Board at Cheetwood-road 
Manchester, 8, and should be returned to be received not later 
than 19th January, 1953. 
MANCHESTER REGIONAL HOSPITAL BOARD invite 
applications for the whole-time post of TUBERCULOSIS 
PHYSICIAN in the Altrincham, Mid-Cheshire and Crews 
areas. Good general and special experience in the prevention, 
diagnosis and treatment of pulmonary tuberculosis required 
Salary £1300-£50-£1750 p.a. The appointment will be made 
in conjunction with the Local Health Authority, for whom th 
appointee will carry out duties in connection with prevention 
care and aftercare. 

Application forms can be obtained from the Senior Adminis 
trative Medical Officer to the Board at Cheetwood-road, 
Manchester, 8, and should be returned to be received by 26th 
January, 1953 
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MANCHESTER REGIONAL HOSPITAL BOARD invite 
applications for the whole-time post of CONSULTANT 
PASDIATRIC SURGEON, mainly at the Royal Manchester 
Children’s Hospital, Pendlebury (226 Beds), where the Pro- 
fessorial Pediatric Unit is established, but with sessions —_ 
at Booth Hall Children’s Hospital, Manchester (408 Beds), 
required. Applicants must have had wide general enpudioane 
and special experience and training in prediatric surgery. 

Application forms may be obtained from the Senior 
Administrative Medical Officer to the Board at Cheetwood-road, 
Manchester, 8, and should be returned not later than 20th 
January, 1953. 

MANCHESTER REGIONAL HOSPITAL BOARD invite 
applications for the whole-time post of RESIDENT ASSIS- 
TANT PSYCHIATRIST at Lancaster Moor Hospital (2500 

Beds). Unfurnished accommodation suitable for man with 

rar available in Hospital grounds. Salary £1300-—£50- 
50 p.a. Candidates eene have had considerable experience 
fa sychiatry und possess the D.P.M. 

pe orms of application can be obtained from the Senior Adminis- 
trative Medical Officer to the Board at Cheetwood-road, 
Manchester, 8, and should be returned to be received not later 
than 19th January, 1953. : 
MANCHESTER. UNITED MANCHESTER HOSPITALS. 
The Board of Governors invite applications for the post of 
Part-time CONSULTANT ANASSTHETIST, to commence 
as soon as possible. The successful applicant will be required 
to undertake 9 sessions per week. Remuneration according to 
Ministry of Health scale for Consultant rank. 

Applications (12 copies), together with the names of 3 referees, 
should be addressed to the undersigned not later than 24th 
January, 1953. F. J. CABLE, 

Secretary to the Board ‘of Governors, 
United Manchester Hospitals. 
Office of the Board, Manchester Royal Infirmary, 
Manchester, 13, 16th December, 1952. 
NORTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for appointment as :— 

(1) Part-time CONSULTANT E.N.T. SURGEON (6 sessions 
a week), Southend-on-Sea Group of Hospitals. 

(2) Part-time CONSULTANT E.N.T. SURGEON (3 sessions 
a week), Chase Farm and other hospitals in the Enfield Group. 

(3) Full-time ASSISTANT PSYCHIATRIST (Senior Hospital 
Medical Officer grade), Brentwood Mental Hospital, Essex. 
ve house on the Hospital estate is available at a reasonable 
charge. 

(4) Part-time CONSULTANT ANASSTHETIST(S), Broom- 
field Hospital, near Chelmsford, and Black Notley Hospital, 
near Braintree, Essex. There are 2 appointments, 1 of 2 sessions 
a week at Broomfield Hospital, and the other of 1 session a 
fortnight at Broomfield Hospital and 1 a week at Black Notley 
Hospital. Candidates may apply for both appointments. The 
sessions are for major thoracic surgery for tuberculous cases. 

Separate applications (6 copies), indicating post concerned 
and detailing private address, date of birth, qualifications, and 
experience, present appointment(s) (including -number of 
sessions) and grade, and names of 3 referees, should reach the 
Secretary, lla, ee London, W.1, by Saturday, 
17th January, 1953 
NORTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Wh: le-time ASSISTANT PSYCHIATRIST 
required at Hill End Hospital, St. Albans, Herts. Salary scale 
21300 (at 32 years)-£1750 p.a. Post vacant not later than 
Ist April, 1953. Successful candidate would be expected to 
deputise for Physician-Superintendent when called upon. 
Hospital may be visited by direct appointment. 

Detailed applications, including date of birth and names of 3 
referees, to retary, North West Metropolitan Regional 
Hospital Board, 11a, Portland-place, W.1, by 31st January, 


ov. 








NORTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Whole-time ASSISTANT PSYCHIATRIST 
required at Leavesden Hospital, Abbots Langley, Watford 
(2176 Beds for mental defectives). Salary scale £1300 (at 
32 years )}-£1750. Hospital may be visited by direct appointment. 

Detailed applications, including date of birth and names of 
3 referees, to Secretary, North West Metropolitan Regional 
Hospital Board, 114, Portland- -place, W.1, by 7th February, 1953. 
SHEFFIELD REGIONAL HOSPITAL BOARD. Required 
immediately, Locum SURGEON at the Doncaster Royal 
Infirmary for a minimum period of 1 month. Remuneration at 
= rate of 31% guineas or 45 guineas per week, according to 
status. 

Applications, giving the names and addresses of 2 referees, 
should be sent to the Secretary, Sheffield Regional Hospital 
Board, Fulwood House, Old Fulwood-road, Sheffield, 10. 
SHEFFIELD REGIONAL HOSPITAL BOARD. Required 
omen megs Whole-time Locum ANACSTHETIST for the 
Barnsley Hospitals and the Montagu Hospital, Mexborough, 
for a minimum period of 3 months from 19th January, 1953. 
Remuneration 314 guineas or 45 guineas per week, according 
to status. 

Applications should be sent to the Secretary, Sheffield Regional 
Hospital Board, Fulwood House, Old Fulwood-road, Sheffield, 10. 
SHEFFIELD REGIONAL HOSPITAL BOARD. Appli- 
y= ~~ Lg oe from registered medical practitioners possess- 

ng the D.M.R. (D.) for the whole-time post of ASSISTANT 
RADIOLOGIST to the Derbyshire Royal Infirmary. The 
successful candidate will work under the direction of the Con- 
sultant in charge of the department and will be required to 
undertake occasional sessions at other hospitals in the Derby 
area. Salary scale £1300-—£50-£1750 p.a. 

Application forms and further details may be obtained from 
the Senior Administrative Medical Officer, Sheffield Regional 
Hospital Board, Fulwood House, Old Fulwood-road, Sheffield, 
10. Completed forms must be returned to the Secretary not later 
than 3lst January, 1953. 


SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited to fill a vacancy for a 
CONSULTANT ANESTHETIST at the Medway and Gravesend 
Group of hospitals. Candidates must have had wide experience 
in aneesthetics and hold the Diploma in Aneesthetics. Choice of 
whole-time employment or the maximum number of part-time 
sessions will be offered. Applicants may visit the hospitals 
concerned. 

Apply, stating nationality, age, sex, qualifications and 
experience, including details of present appointment and of 
war service, together with the names and addresses of 3 referees, 
to the Sec retary, Advisory Appointments Committee, South 
East Metropolitan Regional Hospital Board, 11, Portland-place, 
W.1. The a day for acceptance of applications will be 17th 
January, 1953 


SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD requires Whole-time ASSISTANT PSYCHIA- 
TRIST (Senior Hospital Medical Officer grade) at St. Ebba’s 
Hospital, Epsom, which is principally concerned with the 
treatment of voluntary cases of good prognosis. The Hospital 
teaching linkages with 2 London training hospitals, and has 
a special unit for juvenile ‘psychotic and neurotic cases. Out- 
patient clinics and observation ward experience are available. 
The work of the successful candidate will be partly clinical 
and partly as Psychiatrist in charge of the E.E.G. Department 
in approximately equal proportions. If resident a charge of 
£3 3s. a week is made for full residential amenities. 

Applications (5 copies), giving date of birth, qualifications, 
experience, names of 3 referees, to Secretary (8.1), South West 
Metropolitan Regional Hospital Board, 114, Portland-place, W.1, 
by 24th January, 1953. Applicants may visit Hospital by local 
arrangement. 

DUBLIN. ST. VINCENT’S HOSPITAL. Appointment 
of HONORARY ASSISTANT SURGEON to the Outpatient 
Department. 

Applications for the above position should be sent to the 
Hon. Secretary of the Medical Board not later than 7th 
February, 1953. For conditions of appointment please apply 
to the Hon. Secretary of the Board. 

NEW ZEALAND. AUCKLAND HOSPITAL BOARD. 
Applications are invited from qualified medical practitioners 
for the position of Full-time THORACIC SURGEON, Cardio- 
surgical and Thoracic Surgical Units, Green Lane Hospital. 
Applicants must possess necessary qualifications for status of 
Junior Specialist as defined in the Conditions of Appointment. 
Salary scale £NZ1290-£NZ1590 p.a. by annual increments, of 
£50. Commencing salary within scale according to experience. 
Accommodation not provided. Fares paid by Board to appointee 
subject to certain conditions as set out in Conditions of Appoint- 
ment which, together with form of application, may be obtained 
from the Office of the High Commissioner for New Zealand, 
415, Strand, London, where also is available for perusal a copy of 
— recent Annual Report on the work carried out in the 
nit. 

Applications close with the undersigned at the office of the 
Board, Kitchener-street, Auckland, New Zealand, at NOON on 
Tuesday, 17th February, - ; 

F. GALBRAITH, Secretary. 


NEW ZEALAND. COOK eee BOARD, Gisborne. 

Applications, closing Friday, 20th February, 1953, are invited 
from registered medical practitioners for the full- time appoint- 
ment of ANASSTHETIST. Salary in accordance with the 
Hospital Employment Regulations. Salary rates for the 
following gradings are : Junior Specialist £1260-£1560 ; Senior 
Registrar £1013 3s.-£1128 3s. The position is non-resident. 

Full particulars concerning conditions of appointment will be 
supplied on application to the Office of the High Commissioner 
for New Zealand, New Zealand House, Strand, London, W.C.2, 
quoting reference No. 3/65/10. Applications are to be forw: arded 
by Air Mail to the Secretary, Cook Hospital Board, Gisborne, 
New Zealand. 


NEW ZEALAND. THAMES HOSPITAL BOARD. 
Applications are invited from registered medical practitioners 
for the full-time appointment of ASSISTANT MEDICAL 
SUPERINTENDENT, Thames Hospital. Duties include care 
of medical cases and the giving of a proportion of the anes- 
thetics. Salary in accordance with Hospital Employment 
Regulations as either Junior Specialist £NZ1260-£NZ1560 or 
Senior Registrar £NZ955 13s.-€NZ1070 13s. A new furnished 
residence is available with heat and light at a deduction of 
£NZ178 10s. from the above rates. Conditions of appointment 
and form of application may be obtained from the Office of 
the High Commissioner for New Zealand, 415, Strand, London, 
W.C.2, England. 

Applications which should be posted Air Mail are to be 
addressed = 

HOPKINSON, Secretary, Thames Hospital Board. 
Box 53, oa New Zealand. 


Hospital Services : Junior Appointments 


BROMPTON HOSPITAL, 8.W.3. Applications invited 
for post of SENIOR REGISTRAR (whole-time) to the Cardiac 
Department from those who have completed at least the third 
year of their general medical training as a Senior Registrar. 
One sg has completed or will shortly be completing the fourth 
ear is preferred. Applicants from the Commonwealth of at 
east Senior Registrar status are eligible provided they intend 
to return abroad on completion of training. The post is also 
open to a Consultant who could devote the major part of the 
week to the duties. Appointment is for 1 year with eligibility 
for reappointment. 

Applications, stating age, qualifications with dates, nation- 
ality, and appointments held, — with copies ot testi- 
monials, by 10th January, 1953, a 

KENNETH A. a MILES, House Governor. 
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BROMPTON HOSPITAL, S.W.3. Applications invited for 
post of MEDICAL CHIEF ASSISTANT (half-time). Salary 
within the Senior Registrar grade. The appointment is for 1 
year, with eligibility for reappointment. Candidates must hold 
the M.R.C.P. Diploma or the M.B. of a University. 

Applications, stating age, qualifications with dates, nation- 
ality, and appointments held, together with copies of testi- 
monials, by 10th January, 1953, to— 

KENNETH A. F. MILES, House Governor. 

BROOK GENERAL HOSPITAL, Shooters Hill-road, 
8.E.18. HOUSE PHYSICIAN (infectious diseases), vacant 
January. 6 months appointment. Salary £350-£450 p.a., less 
£100 p.a. for residence. 
iF apply to Group Secretary,” Memorial Hospital, Woolwich, 


CENTRAL MIDDLESEX HOSPITAL, Park Royal, N.W. 10. 
RESIDENT HOUSE OFFICER in General Surgical and 
Neurological Department. Appointment for 6 months from 
5th February. 

Applications, with copies of testimonials, to Medical Director 

by 10th January, 1953. 
COLINDALE HOSPITAL, The Hyde, N.W.9. (237 Beds 
for pulmonary tuberculosis. y SENIOR REGISTRAR in Dis- 
eases of the Chest required at above Hospital. Resident when 
on duty (approximately 6 nights per month). The post will 
normally be held for 2 years and the successful candidate will 
then be given the opportunity of serving for a further 2 years 
as a Senior Registrar at Croydon Chest Clinic, Katherine- 
street, Croydon, if he so desires. Applicants should have good 
training in general medicine as well as experience in the treat- 
ment of tuberculosis and diseases of the chest. Possession of a 
higher medical qualification desirable. Hospita! and Clinic 
may be visited by direct appointment. 

Application forms obtainable from, and returnable to, Group 
Secretary, Hendon Group Hospital Management Committee, 
Edgware General Hospital, Edgware, Middlesex, by 13th 
January, 1953. 


CONNAUGHT HOSPITAL, Walthamstow, E.17. (118 
Beds.) Applications are invited for the post of RESIDENT 
ANAESTHETIST graded as Senior House Officer, vacant 6th 
January, 1953. Salary £670 p.a., less £120 p.a. for board, lodging, 
&c. Recognised for the D.A. 

Applications, stating age, qualifications and experience, 
together with copies of 2 recent testimonials, should be sent 
immediately to the Secretary, oa Management Committee, 
Forest Group, Langthorne-road, E.1 


EAST HAM MEMORIAL ee Shrewsbury- 
road, London, E.7. Applications are invited from registered 
medical practitioners (Male or Female) for the post of HOUSE 
PHYSICIAN AND RESIDENT ANZASTHETIST (House 
Officer—second or third post) for 6 months as from 28th 
February, 1953. 

Applications, stating age, and ‘experience, together with 
copies of testimonials, should be sent to the Group Secretary, 
West Ham Group Hospital Management Committee, London, 
E.15, not later than 17th January, 1953. 


ELIZABETH GARRETT ANDERSON’ HOSPITAL, 
Euston-road, N.W.1. (ROYAL FREE HOSPITAL GROUP.) Applica- 
tions are invited from registered Women medical practitioners 
for the post of HOUSE SURGEON to Gynecological Depart- 
ment (recognised for M.R.C.O.G.). Duties to commence Ist 
March, 1953. Appointment for 6 months. Salary according 
to Minist cof Health scale for House Officers. 

Applications, with copies of 3 recent testimonials, should 
be sent to the Secretary, Elizabeth Garrett Anderson Hospital, 
by 15th Jannary, 1953. 


ELIZABETH GARRETT ANDERSON HOSPITAL, 
Euston-road, N.W.1. (ROYAL FREE HOSPITAL GROUP.) Applica- 
tions are invited from registered Women medical practitioners 
for the —— of Ate’ HOUSE SURGEON (recognised 
for the M.R.C.O.G.). Duties to commence Ist March, 1953. 
Appointment for 6 months. Salary in accordance with 
Ministry of Health scale for House Officers. 

Applications, with copies of 3 recent testimonials, to be sent 
to the Secretary, Elizabeth Garrett Anderson Hospital, by 
15th January, 1953. 


FULHAM AND KENSINGTON HOSPITAL MANAGE- 
MENT COMMITTEE. SOUTH WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD. Applications are invited for the joint appoint- 
ment of REGISTRAR (obstetrics and gynecology ) at Fulham 
Hospital, St. Dunstan’s-road, Hammersmith, W.6, and Fulham 
Maternity Hospital, ‘5/7, Parsons- -green, 8S. W le "Appointment 
is subject to review at the end of 1 year. Candidates may visit 
the hospital(s) by arrangement with the Physician-Super- 
intendent, Fulham Hospital. 

Applications (5 copies are required to be completed) to be 
submitted by 16th January, 1953, on forms obtainable from the 
Group Secretary (L. 80), Fulham and Kensington Hospital 
Management Committee, St. Mary Abbots Hospital, Marloes- 
road, Kensington, W.8 (send stamped addressed foolscap 
envelope). 

HAMMERSMITH HOSPITAL AND POSTGRADUATE 
MEDICAL SCHOOL, London, W.12. Whole-time NON-RESIDENT 
REGISTRAR (anesthetics) required Ist February. 

Applications, stating age, qualifications, experience, names 
of 2 referees, to Secretary, Board of Governors, by 10th January. 
HACKNEY HOSPITAL, E.9. (811 Beds.) Applications 
are invited for the appointment of SENIOR HOUSE OFFICER 
(Aneesthetist) resident. The post is recognised for the D.A, 
examination and is now vacant ; the successful applicant will 
also be required to carry out duties at other hospitals within the 


‘ 





up. 
Applications, with copies of 3 testimonials, should reach the 
Group Secretary, Hospital ene nt Committee, Hackney 
Hospital, E.9, by 12th January, 1953, quoting reference HH/SHO, 


HACKNEY HOSPITAL, E.9. (811 Beds.) Applications 
are invited for HOUSE SURGEON (first, second, or third post), 
sppammont commencing Ist February, 1953. Post recognised 
or 

Applications, with copies of 3 testimonials, to the Secretary, 
ospital Management Committee, Hackney Hospital, E.9, by 
16th January, 1953 
LAMBETH HOSPITAL, Brook-drive, S.E.11. Applica- 
tions are invited from pre-registration and registered medical 
practitioners for the position of RESIDENT HOUSE SUR- 
GEON. The appointment is for 6 months commencing on 11th 
ren’ 1953. The appointments are recognised for the 

Forms of application may be obtained from the Physician- 
Superintendent at the Hospital. 

MARIE CURIE HOSPITAL, 66, Fitzjohn’s-avenue, 
London, N.W.3. HAREFIELD AND NORTHWOOD GROUP HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited from 
registered medical practitioners for the post of GYNACCO- 
LOGICAL HOUSE SURGEON (radiotherapy). Post now vacant, 

Applications, with copies of testimonials, to the Medical 

Director. 
METROPOLITAN HOSPITAL, Kingsland-road, London, 
E.8. (General—147 Beds.) CENTRAL GROUP HOSPITAL MANAGE- 
MENT COMMITTEE. Applications are invited from registered 
medical practitioners for the post of SENIOR HOUSE OFFICER 
(medical). Salary £670 p.a., less £130 p.a. residential charges. 

Applications, stating age, nationality, qualifications, and 
experience, together with names of 3 referees, to be sent to 
the Hospital Secretary by 8th January, 1953. 
METROPOLITAN EAR, NOSE AND THROAT HOS- 
PITAL, 14/16, Granville-place, W.1. (A hospital of the Fulham 
and Kensington Group.) SENIOR HOUSE SURGEON 
required ; E.N.T. experience desirable. Vacant immediately. 
Hospital recognised for D.L.O. Non-resident appointment for 
6 months renewable to 1 year. 

Applications, to be submitted by 9th January, 1953, on forms 
obtainable from the Group Secretary (L78), Fulham and 
Kensington Hospital Management Committee, St. Mary Abbots 
Hospital, Marloes-road, Kensington, W.8 (send stamped 
addressed foolscap enve lope). 


MILLER GENERAL HOSPITAL. (180 Beds.) House 
PHYSICIAN vacant approximately 4th February, -.1953. 
6 months appointment. National salary and conditions. 

Applications and testimonials to Secretary, Greenwich and 
Deptford Hospital Management Committee, St. Alfege’s Hospital, 
Greenwich, S.E.10. 

NORTH “EAST METROPOLITAN REGIONAL HOS- 

PITAL BOARD. 

- (1) nhs RGIC AL REGISTRAR (resident), East Ham Memorial 
ospita 

(2) SU RGiC AL REG mah ig (resident or non-resident), 
St. Andrew’s Hospital, Bow, E.3 

(3) SURGICAL REGISTRAR (non-resident), Chase Farm 
Hospital and Enfield Group of hospitals. 

(4) SURGICAL REGISTRAR Contant). Oldchurch Hos- 
pital, Romford. Post recognised for F.R. 

(5) SURGICAL REGISTRAR fhe way General Hospital, 
Rochford, Essex. 603 Beds and developing Outpatient Depart- 
ment. Unfurnished married quarters available with possibility 
of furnished accommodation being available at later date. 
Post includes some duties at Southend General Hospital. 

(6) REGISTRAR in Angeesthetics (resident), Haymeads 
Hospital, Bishops Stortford, Herts. 

(7) REGISTRAR in Psychiatry (mental * deficiency—non- 
resident), South Ockendon Hospital, near Romford, Essex. 

(8) REGISTRAR in Tuberculosis (resident), High Wood 
Hospital for Children, Brentwood, Essex. Experience in T.B. 
or diseases in childhood essential. 

(9) MEDICAL REGISTRAR (Senior Medical resident), 
General Hospital, Rochford, Essex. 603 Beds and developing 
Outpatient Department. Unfurnished married quarters available 
with ow of furnished accommodation being available at 
later date. Post includes some duties at Southend General 


ospital. 

(10) REGISTRAR in Orthopedic Surgery (non-resident), 
Southend-on-Sea Group of hospitals. Possibility of accommoda- 
tion being provided for single person. 

(11) REGISTRAR in Pathology (non-resident), Tottenham 
Group Laboratory. For duties mainly at St. Ann’s General 
Hospital, Tottenham, N.15. 

(12) REGISTRAR in Obstetrics and Gracies t aeeencian 
Hackney Hospital, E.9. Post recognised for M.R.C.O 

Appointments subject to review after 1 year. 

Separate applications in duplicate, detailing date of birth 
qualifications, experience, present appointment, grade, and 
salary, with 2 copies of 2 recent testimonials, to Secretary, 
114, Portland-place, W.1, by 17th January, 1953. 

PRINCE OF WALES’S GENERAL HOSPITAL. (219 
Beds.) TOTTENHAM GROUP HOSPITAL MANAGEMENT COMMITTEE 
— 4), The Green. N.15. Applications are invited from 

ered medical practitioners for the appointment of 
R SIDENT HOUSE SURGEON to Orthopeedic, Fracture and 
Traumatic Department, and SENIOR CASUALTY OFFICER 
(second or third post), for a period of 6 months, vacant 30th 
January. 

Application form from Secretary, to be returned by 10th 
January, 1953 
PRINCE OF WALES’S GENERAL HOSPITAL. (219 
Beds.) TOTTENHAM GROUP HOSPITAL MANAGEMENT COMMITTEE 
(group 4), The Green, N.15. Applications are invited from 
registered medical practitioners for the appointment of 
RESIDENT JUNIOR HOUSE SURGEON/CASUALTY 
OFFICER (third post), for a period of 6 months, vacant 18th 
January 

Application form from Secretary, to be returned by 10th 





January, 1953. 
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PRINCE OF WALES’S GENERAL HOSPITAL. (219 
Beds.) TOTTENHAM GROUP HOSPITAL MANAGEMENT COMMITTEE 
(@roup 4), The Green, N.15. Applications are invited from 
registered medical practitioners for the appointment of 
RESIDENT SENIOR HOUSE PHYSICIAN (third post), for a 
period of 6 months, vacant 15th February. 

Application form from Secretary, to be returned by 10th 

January, 1953. 
PRINCE OF WALES’S GENERAL HOSPITAL. (219 
Beds.) TOTTENHAM GROUP HOSPITAL MANAGEMENT COMMITTEE 
(GROUP 4), The Green, N.15. Applications are invited from 
registered medical practitioners for the appointment of SENIOR 
HOUSE OFFICER RESIDENT SENIOR HOUSE SURGEON 
for Casualty, for a period of 6 months, vacant 22nd January. 

Application form from Secretary, to be returned by 10th 

January, 1953. 
PRINCE OF WALES’S GENERAL HOSPITAL. (219 
Beds.) TOTTENHAM GROUP HOSPITAL MANAGEMENT COMMITTEE 
(GRouP 4), The Green, N.15. Applications are invited from 
registered medical practitioners for the appointment of 
RESIDENT JUNIOR HOUSE PHYSICIAN (first or second 
post), for a period of 6 months, vacant 15th February. 

Application form from Secretary, to be returned by 10th 

January, 1953. 
QUEEN CHARLOTTE’S AND CHELSEA HOSPITALS 
QUEEN CHARLOTTE’S MATERNITY HOSPITAL, Goldhawk-road, 
London, W.6. JUNIOR OBSTETRIC OFFICER (Senior 
House Officer) and JUNIOR DISTRICT OBSTETRIC 
OFFICER (Senior House Officer). Resident posts tenable for 
6 months from Ist April, 1953. 

Applications to be lodged with the Secretary to the Board of 

Governors by 17th January, 1953, on forms obtainable from 
339, Goldhawk-road, London, W.6. 
QUEEN CHARLOTTE’S AND CHELSEA HOSPITALS. 
CHELSEA HOSPITAL FOR WOMEN, Dovehouse-street, London, 
3.W.3. HOUSE SURGEON (Senior House Officer). Resident 
post tenable for 1 year from Ist April, 1953. 

Applications to be lodged with the Secretary to the Board of 

Governors by 17th January, 1953, on forms obtainable from 
339, Goldhawk-road, Londo, W.6. 
QUEEN ELIZABETH "HOSPITAL FOR CHILDREN 
MANAGEMENT COMMITTEE, Hackney-road, E.2, Shadwell, E.1, 
and BANSTEAD WOOD, SURREY. Applications are invited for the 
appointment cof RESIDENT MEDICAL OFFICER (Male or 
Female) graded Senior House Officer, at Hackney-road, to 
become vacant on Ist March, 1953. Candidates must have had 
experience in the treatment of sick children. The appointment 
will be for 1 year. Salary £670 p.a., subject to a charge of £100 
p.a. for residential emoluments. 

Application forms may be obtained from the Secretary at 

Hackney-road and should be returned with not more than 3 
testimonials not later than 19th January, 1953. 
QUEEN ELIZABETH HOSPITAL FOR CHILDREN, 
Hackney-road, E.2, Shadwell, E.1, and BANSTEAD WOOD, 
SURREY. Applications are invited from registered medical 
practitioners with special interest in orthopaedics for a part-time 
post of CLINICAL ASSISTANT (General Practitioner grade). 
Attendance required on Tuesday afternoons at Hackney-road. 
Remuneration £175 p.a. 

Applications, giving particulars of experience, &c., with 
names of referees, to Group Secretary, at Hackney-road. 
QUEEN ELIZABETH HOSPITAL FOR CHILDREN 
MANAGEMENT COMMITTEE, Hackney-road, E.2, Shadwell, E.1, 
and BANSTEAD WOOD, SURREY. HOUSE OFFICER. This 
appointment will be made for 2 consecutive periods of 6 months, 
commencing Ist March, 1953. First appointment as House 
Physician and second as House Surgeon and Casualty Officer. 

Application forms may be obtained from the Secretary at 
Hackney-road and should be returned with copies of not more 
than 3 testimonials on or before 19th January, 1953. 


QUEEN MARY’S HOSPITAL FOR THE EAST END, 
Stratford, London, E.15. Applications are invited from registered 
medical practitioners (Male or Female) for the appointment of 
HOUSE PHYSICIAN (House Officer—first, second, or third 
post) for 6 months commencing on 2Ist January, 1953. 

Candidates should send applications to the undersigned, 
together with copies of recent testimonials, by 10th January, 
1953. M. J. HUNTLEY, Group Secretary, 

West Ham Group Hospital Management Committee. 

Stratford, London, E.15. 

ROYAL FREE HOSPITAL. Applications are invited from 
registered medical practitioners for the post of RESIDENT 
ANASSTHETIST. Applicants must not be more than 10 years 
qualified. The appointment is for 6 months, duties to commence 
on Ist March, 1953. Salary and conditions of service in accord- 
ance with those laid down by the Ministry of Health for House 
Otficers. 

Application forms may be obtained from the Secretary to the 

Board of Governors, The Royal Free Hospital, Gray’s Inn-road, 
London, W.C.1, to whom they should be returned not later than 
8th January, 1953. 
ST. BARTHOLOMEW’S HOSPITAL, E.C.1. Applications 
are invited for a post of SENIOR HOUSE OFFICER in General 
Medicine. (non-resident) to commence on Ist March, 1953, for 
1 year. 

Applications, with names of 3 referees, should be sent to the 
undersigned by 21st January, 1953. 

C. C., CARUS-WILSON, Clerk to the Governors. 
8ST. CHARLES’ HOSPITAL, Ladbroke-grove, W.10. 
PADDINGTON GROUP HOSPITAL MANAGEMENT COMMITTEE, Padding- 
ton Hospital, Harrow-road, W.9. Applications are invited for 
the post of HOUSE SURGEON (E.N.T., plastic, ophthalmology, 
&e.). 

Apply, stating age, qualifications, experience, together with 
the names and addresses of 2 referees, to the Secretary to the 
Committee immediately. 
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ROYAL NATIONAL THROAT, NOSE AND EAR HOS- 
PITAL, Gray’s Inn-road, W.C.1, and Golden-square, W.1! 
RESIDENT HOUSE SURGEON. There will be a vacancy 
(second or subsequent post) on Ist February, 1953. Appointment 
for 6 months with salary as laid down for House Officer grade 
in the terms and conditions of service under the National Health 
Service. 

Applications, stating age, qualifications, full details of previous 
experience (particularly in this specialty), with copies of 1-3 
recent testimonials, should be sent to the House Governor 
immediately. i ae 
ROYAL NATIONAL THROAT, NOSE AND EAR HOS- 
PITAL, Gray’s Inn-road, W.C.1, and Golden-square, W.1. There 
will be a vacancy in the grade of SENIOR HOUSE OFFICER 
as from Ist February, 1953, and applications are invited. The 
appointment is in accordance with the terms and conditions of 
service in the National Health Service, and for an initial period of 
6 months. Applicants should have had good clinical experience 
in general surgery and in this specialty, and they should 
preferably hold a higher surgical qualification or have passed 
the Primary examination for the F.R.C.S. 

Applications, giving full information as to qualifications 
and experience, with the names of 2 referees, should be sent to 
the House Governor before 14th January. ert e wean 
SOUTH EAST REGIONAL THORACIC SURGERY 
unit. (40 Beds.) Brook General Hospital, Shooters Hill-road, 
Woolwich, 8.E.18. SENIOR HOUSE OFFICER (recognised 
for F.R.C.S.), vacant Ist February. The Unit treats all types of 
chest diseases and offers opportunity for comprehensive training 
in thoracic surgery. Appointment for 6 months in first instance 
and may be renewed for further period. Salary £670 p.a., less 
£150 p a. for residence. 

- ig -. Group Secretary, Memorial Hospital, Shooters 

ill, S.E.18. 


SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for 2 appointments as 
Whole-time SENIOR REGISTRAR in Pathology to fill vacancies 
in the approved trainee establishment at the Lewisham Group 
of hospitals. The Lewisham Group laboratory is linked with 
other laboratories in South East London and duties will include 
work for other Groups, particularly the Woolwich Group of 
hospitals. Candidates sbould have had general experience in 
pathology and possession of a higher qualification would be an 
advantage. The appointments will be in accordance with the 
terms and conditions of service of hospital medical and dental 
staffs (England and Wales), and will be for 1 year in the first 
instance, 

Applications, giving particulars of age, qualifications and 
experience with relevant dates, together with the names and 
addresses of 3 referees, to be sent to the Secretary, Registrars 
Committee, South East Metropolitan Regional Hospital Board 
11, Portland-place, W.1, not later than 17th January, 1953. 


ST. GEORGE’S HOSPITAL, S.W.1. Applications are 
invited for the post of SENIOR HOUSE OFFICER to the 
Department of Aneesthetics for 1 year, with effect from 10th 
March, 1953. Candidates must have held a previous hospita! 
post as Junior Resident Anesthetist. 

Applications, together with the names of 2 referees, must b« 
received by the undersigned by 26th January, 1953. 

P. H. ConsTABLE, House Governor. 
ST. GILES’ HOSPITAL, Camberwell, London, S.E.5. 
CAMBERWELL HOSPITALS MANAGEMENT COMMITTEE. Applications 
invited for appointment as SENIOR HOUSE OFFICER 
(duties : obstetrics and gynecology). Resident appointment 
Tenable for 1 year in first instance. Vacant from about end 
January. 

Applications, stating age, qualifications, and experience. 
enclosing copy testimonials, to the Secretary, Camberwell 
Hospitals Management Committee, Dulwich Hospital, East 
Dulwich-grove, S.E.22, not later than 19th January. 1953. 


ST. MARY’S HOSPITAL, W.2. Applications are invited 
from suitably qualified practitioners for the post of RESIDENT 
CASUALTY SURGEON. Candidates must have held an 
appointment as House Surgeon at this Hospital, or at another 
general hospital approved by the Board of Governors. Th« 
appointment is for a first period of 6 months, as from Ist March. 
1953, with remuneration at the rate of £670 p.a.—i.e., graded 
** Senior House Officer.”’ 

Applications, stating nationality, date of birth, permanent 

address, qualifications with dates and details of previous appoint 
ments, together with the names and addresses of 3 referee- 
should reach ALAN PowpitTcH, House Governor, within 10 day- 
of the appearance of this advertisement. 
ST. NICHOLAS HOSPITAL, Pliumstead, S.E.18. Senior 
HOUSE OFFICER (Casualty Department), vacant Ist February 
6 months appointment and may be renewed for a further period 
Salary £670 p.a., less £150 p.a. for residence. 

Apply to Group Secretary, Memorial Hospital, Woolwich 

S.E.18. 
ST. NICHOLAS HOSPITAL, Piumstead, Lonuon, d.c.18. 
SENIOR HOUSE SURGEON, vacant immediately. Orthopedic 
and E.N.T. surgery. Appointment for 6 months in first instanc: 
and may be renewed for further period. Salary £670 p.a., less 
£150 p.a. for residence. 

Apply to Group Secretary, Memorial Hospital, Woolwich, 
S.E.18. 

THE HOSPITAL FOR SICK CHILDREN, Great Ormond- 
street, London, W.C.1. There will be vacancies on 15th April 
1953, for the following Senior House Officers :— 

1 HOUSE SURGEON. 

2 HOUSE PHYSICIANS. 

Further particulars and form of application, which must 
be returned not later than 4th February, 1953, are obtainable 
from the undersigned. 

H. F. RUTHERFORD, House Governor and Secretary. 
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WANSTEAD HOSPITAL, Hermon Hill, E.11. (191 Beds.) 
Applications are invited for the post of CASUALTY OFFICER 
(graded as Senior House Officer), vacant early January. Salary 
£670 p.a. with a deduction of £120 p.a. for board, lodging, &c. 

Applications, giving full particulars, together with copies of 
2 recent testimonials, should be sent immediately to the Secre- 
tary, Forest Group Hospital Management Committee, Lang- 
thorne-road, E.11. 


WESTMINSTER HOSPITAL, St. John’s-gardens, S.W.1. 
Applications are invited for post of MEDICAL REGISTRAR 
starting as soon as possible. Appointment for 1 year in first 
instance. 

Applications (6 copies), giving 2 names of referees, to House 
Governor by 17th January. 





N.W.10. RESIDENT HOUSE SURGEON. Salary £350-£450 
p.a., less £100 p.a. for residence. Appointment for 6 months 
from Ist February, 1953, plus 10 days locum from 22nd January, 


953. 

Applications, stating age, qualifications with dates, nationality, 

and present post, with copies of 2 testimonials, to Hospital 
Secretary by 14th January, 1953. 
ABEHDEEN GENEHAL HOSPITALS BOARD OF 
MANAGEMENT. Applications are invited for the appointment of 
REGISTRAR in Anesthetics at the Aberdeen Royal Infirmary 
and Woodend General Hospital. Conditions of service in 
accordance with the terms issued by the Department of Health 
for Scotland. 

Applications, with the names of 2 referees, should be lodged 
with the Secretary, Aberdeen General Hospitals, 62, Queen’s- 
road, on or before 12th January, 1953. 

ABERGELE SANATORIUM, North Wales. (245 Beds— 
57 adult pulmonary, 188 children, pulmonary and non- 
=a ge 5 Sanatorium contains a major Thoracic Surgery 

nit.) CLWYD AND DEESIDE HOSPITAL MANAGEMENT COM- 
MITTEE. SENIOR HOUSE OFFICER (Male or Female) 
required at the above Sanatorium. 

Applications, stating full name, nationality, professional 
qualifications, and particulars of present and previous appoint- 
ments, to be sent to the undersigned within 14 days of the 
publication of this advertisement. 

WILLIAM ROBERTS, Group Secretary. 

*“ Rhianfa,” Russell-road, Rhyl, 19th December, 1952. 
ASHTON, HYDE, AND GLOSSOP HOSPITAL MANAGE- 
MENT COMMITTEE. Applications are invited from registered 
medical practitioners for the following appointments :— 

Ashton-under-Lyne General Hospital (800 Beds) 

HOUSE SURGEON (general surgery), vacant now. Post 

recognised for F.R.C.S. (Eng.). 

E.N.T. SURGEON (Senior House Officer grade), vacant now. 

SENIOR HOUSE OFFICER (obstetrics), vacant now. 

Recognised for M.R.C.0.G, 
Manchester Regional Hospital Board 

ORTHOPADIC REGISTRAR, vacant now. 

Appointments are subject to Ministry of Health terms and 
conditions of service. 

Applications, giving age, nationality, qualifications and 
experience, with copies of 3 testimonials, should be forwarded 
to R. W. McVity, Group Secretary. 

Astley-road. Stalybridge. Cheshire. : 
AYLESBURY. ROYAL BUCKINGHAMSHIRE HOS- 
PITAL. UOUSE SURGEON for Accident and Orthopedic 
Department, which is centred on this Hospital and comprises 
40 Beds. Vacant now. 

Applications, with 2 testimonials, to Secretary-Superintendent 
as soon as possible, : " 

AYLESBURY. TINDAL GENERAL HOSPITAL. (276 
Beds.) HOUSE PHYSICIAN (Chest Unit). Second or third 
post. Male or Female. Vacant Ist March, 1953. Duties include 
care of about 20 chest cases (including T.B. chalets) which may 
increase in due course ; 4 Chest Clinics weekly and a Geriatric 
Unit. Further details on request. 

Apply with 2 testimonials to 
January 26th. Wis ey . 
BOLTON DISTRICT GENERAL HOSPITAL. (521 Beds.) 
BOLTON AND DISTRICT HOSPITAL MANAGEMENT COMMITTEE. 
RESIDENT PATHOLOGIST (Senior House Officer grade), 
vacant immediately, tenable for 12 months. 

Applications, stating age, nationality, qualifications, experi- 
ence, and the names of 2 referees, to be sent immediately to the 
undersigned at the Royal ip Bolton. 

H. P. Travis, Group Secretary. 
BRAINTREE, ESSEX. BLACK NOTLEY HOSPITAL. 
Applications invited for post of HOUSE OFFICER (ortho- 
peedic surgery), first, second, or third post. Post tenable for 6 
months and is recognised under F.R.C.S. regulations. Salary in 
accordance with the terms of service issued by the Ministry of 
Health, plus £50 p.a. , . 

Applications, with copies of 3 testimonials should be forwarded 
to the Secretary, Colchester Group Hospital Management 
Committee, 14, Pope’s-lane, Colchester, Essex. p 
BARNET GENERAL HOSPITAL, Wellhouse-lane, Barnet, 
HERTS. Locum Whule-time REGISTRAR (resident) required 
to the Department of Obstetrics and Gynecology. The success- 
ful candidate will bave duties at the Victoria Maternity Hospital 
and the Barnet General Hospital. The Hospital is recognised 
for the D.Obst.R.C.0.G. and the M.R.C.O.G. 

Applications, giving full details and the names and addresses 
of 3 referees, should be sent to the Hospital Secretary within 
2 weeks of the appearance of this advertisement_ me, 


BARNET GENERAL HOSPITAL, Barnet, Herts. Resident 
HOUSE SURGEON (Male or Female) required immediately ; 
pre-registration, or registered practitioner. é 

Applications, stating age, Qualifications, and experience, and 
enclosing copies of 2 recent testimonials, to be sent to the 
Hospital Secretary as soon as possible. 











Administrative Officer by 








BARROW-IN-FURNESS. NORTH LONSDALE HOS- 
PITAL. Applications are invited for the resident appointment 
of ORTHOPZDIC, TRAUMATIC AND CASUALTY SENIOR 
HOUSE OFFICER. Hospital comprises 189 Beds with large 
Outpatient Departments. Duties comprise service in the 
Orthopedic, Traumatic and Casualty Departments, and the 
post is recognised for F.R.C.S. Salary £670 p.a., less £155 p.a. 
for emoluments. 

Applications, with 2 recent copy testimonials, to be forwarded 
to the Secretary, Barrow and Furness Hospital Management 
Committee, 52, Paradise-street, Barrow-in-Furness. 
BARROW-IN-FURNESS. NORTH LONSDALE HOS- 
PITAL. BARROW AND FURNESS HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited for a post of HOUSE PHYSI- 
CIAN at the above Hospital, with duties under control of 
Consultant Physician. National salary scale (House Officer 
grade) with deduction of £100 p.a. for emoluments. 

Applications, stating age, qualifications and experience, with 
copy testimonials, to be forwarded to the Group Secretary 
52, Paradise-street, Barrow-in-Furness. : 
BATH CLINICAL AREA. The Board of Governors of the 
UNITED BRISTOL HOSPITALS AND THE SOUTH-WESTERN REGIONAL 
HOSPITAL BOARD. Applications are invited by the above Boards 
from registered medical practitioners for the joint appointment 
of REGISTRAR in E.N.T. Surgery. Applicants should have 
had revious experience in E.N.T. surgery. The appointment 
will be held for 1 year in the first instance, and be renewable 
for a further-year. The successful candidate will be required 
to work for the first year in the Bath Group of hospitals. The 
appointment is recognised as satisfying requirements for the 
examination for the F.R.C.S.(England) with otolaryngology 
“5 special subject, and the Diploma in- Laryngology and 

ology.. . 

Applications (12 copies), stating date of birth, qualifications 
and experience, together with 12 copies of 2 testimonials, and 
the names and addresses of 2 referees, should be sent to the 
Secretary of the Regional Hospital Board, 27, Tyndalls Park- 
road, Bristol, 8, not later than 17th January, 1953. 
BIRMINGHAM ACCIDENT HOSPITAL, Bath-row, 
BIRMINGHAM, 15. (215 Beds.) Applications are invited from 
registered medical practitioners (Male and Female), for the 
post of HOUSE SURGEON, now vacant. The appointment 
will be for a period of 6 months, of which 2 may be spent in the 
Burns Unit (Medical Research C The Hospitat-is the 


Youncil ). 
t Traumatic Unit in the country and treats 50,000 new 
The posts offer ample opportunity for 








Lao each a 
prac experience in the management of all types of i1 
ae i pe by the Consultant staff; are recogniaed for the 

“Applications, accompanied by copies of 2 recent testimonials 
or names of 2 referees, to the Administrator. 





BIRMINGHAM AND MIDLAND EYE HOSPITAL 
Church-street, BIRMINGHAM, 3. HOUSE SURGEON required 
inumediately. Appointment will be for 6 months but renewable. 
Hospital carries resident staff of 4 and provides 2-year course 
of instruction, which is recognised for the Diplomas of D.O. 
(England) and F.R.C.S. (England) in Ophthalmology. Wide 
experience available in all branches, including surgery. 

Applications, stating age, nationality, qualifications, and 
experience, to Secretary, Management Committee, Dudley Road 
Hospital, Birmingham, 18. 

BIRMINGHAM REGIONAL HOSPITAL BOARD. Appli- 
cations invited for following whole-time appointments :— 

(a) REGISTRAR in General Surgery, West Bromwich 
Group. Duties mainly at West Bromwich apd District General 
Hospital (144 Beds) which is recognised for F.R.C.S. Resident 
appointment. Experience in general surgery and possession of 
higher qualification an advantage. 

: (b) REGISTRAR in General Surgery, Stoke-on-Trent 
Group. Duties at North Staffs Royal Infirmary (475 Beds). 
Post allied to orthopedic and accident services. Successful 
candidate will act as Deputy Resident Surgical Officer. Resident 
oP PS) REGISTRAR ( 1 

(e) tGISTRA in General Surgery, Wolverhampto 
Group. Duties at Royal Hospital, Wolverhampton (310 Boas) 
recognised for F.R.C.S. Successful candidate must be resident. 
Experience in specialty essential. 

(d) REGISTRAR in Radiology, Coventry Group. Duties at 
Coventry and Warwickshire Hospital (346 Beds) which is 
recognised for training of Radiograpbers. Experience in specialty 
essential. Higher qualification an advantage. 

(¢) REGISTRAR in Psychiatry, Mid-Worcestershire Group. 
Duties at Barnsley Hall Hospital (738 Beds). Single accommo- 


dation POLST A, : 

(f) SGISTRAR in E.N.T. Surgery, Shrewsbury Group. 
Duties at Eye, Ear and Throat Hospital (68 rg oe 
thorne Hospital (168 Beds). Resident or non-resident appoint- 
ment. Considerable experience in specialty desirable. 

(g) REGISTRAR in Orthopedics, Stoke-on-Trent Group. 
Duties at North Staffs Royal Infirmary, Stoke-on-Trent (475 
Beds) with some duties at Hartshill Orthopeedic Hospital (77 
Beds). Non-resident appointment. Experience in specialty 
essential. Possession of higher qualification an advantage. 

Application forms from Secretary, 10, Augustus-road, Bir- 
mingham, 15, to be returned before 19th January. 
BIRMINGHAM. ST. CHAD’S HOSPITAL, Hagley-road, 
BIRMINGHAM, 16. (153 Beds.) HOUSE SURGEON required. 
Post vacant Ist February, 1953. 

Applications, stating age, qualifications and experience, with 
recent testimonials, to Secretary, Hospital Management Com- 
mittee, Dudley Road Hospital, Birmingham, 18. 
SIRMINAHAM. iss eae ote eae Hagley-road, 
BIRMINGHAM, 16. 53 Beds.) HOUSE PHYSICIAN 
from Ist February, 1953. Gsm 

Applications, stating age, qualifications and experience, with 
recent testimonials, to Secretary, Hospital Management Com- 
mittee, Dudley Road Hospital, Birmingham, 18. 
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BIRMINGHAM. ROYAL ORTHOPADIC HOSPITAL. 
(Long and short term orthopedic cases (non-traumatic), 338 
Beds and extensive outpatient services.) Applications are 
invited from registered medical practitioners preferably with 
previous orthopedic experience for post of SENIOR HOUSE 
OFFICER 

Applications, with copies of testimonials, to the Adminis- 

trator, 80, Broad-street, Birmingham, 15. 
BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. THE BIRMINGHAM MATERNITY HOSPITAL, Loveday-street, 
BIRMINGHAM, 4. OBSTETRIC HOUSE SURGEON required. 
The epnetimne nt is for a period of 6 months and is recognised 
for the M.R.C.0.G. Duties commence Ist March, 1953. 

Application “forms can be obtained from the Misa Governor 
at the Birmingham and Midland Hospital for Women, Showell 
Green-lane, Sparkhill, cr and should be returned 
not ar than 17th January, 1953 

. A. PHALP, Secretary, The U nite d Birmingham Hospitals. 
BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. THE CHILDREN’S HOSPITAL. HOUSE OFFICER 
(casualty) required for the period Ist April, 1953, to 6th July. 
1953, with extension for a further 6 months, if desired, to 
persons seeking a pre-registration appointment. 

Forms of application may be obtained from the House 
Governor, The Children’s Hospital, Ladywood-road, Birm- 
ingham, 16, and should be returned not later than 24th January, 
1953. G. A, PHALP, Secretary to the Board of Governors. 
BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. THE CHTLDREN’S HOSPITAL. HOUSE OFFICER (medical) 
required for the period Ist April, 1953, to 6th July, 1953, with 
extension for a further 6 months, if desired, to persons seeking 
a pre-registration appointment. 

Forms of application may be obtained from the House 
Governor, the Children’s Hospital, Ladywood-road, Birm- 
gad 16, a should be returned not later than 24th January, 

953. G. A. PHALP, Secretary to the Board of Governors. 
BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. THE CHILDREN’S HOSPITAL, Ladywood-road, BIRM- 
INGHAM, 16. Applications are invited for the appointment of a 
RESIDENT SENIOR HOUSE OFFICER (clinical pathology), 
to commence duty as soon as possible. Applicants should have 
held resident appointments in a Children’s Hospital, or a 
Children’s Department of a general hospital, and preference will 
be given to those wishing to concentrate on pathology and to 
those with a higher qualification. The successful applicant will 
be required to work in the Clinical Pathological Department. 

Forms of application may be obtained from the House 
Governor, - should be returned not later than 17th January, 
1953. . A. PHALP, Secretary to the Board of Governors. 


alaaiiaiania (near). ST. MARGARET'S HOSPITAL, 
GREAT BARR PARK, BIRMINGHAM, 22a. (For Mental Defectives— 
1470 Beds.) Required at above Hospital —_— 
(i) a HOSPITAL MEDICAL OFFICER (Male or 
Female ). 
(ii) Locum JUNIOR HOSPITAL MEDICAL OFFICER 
(Male or Female). 
(i) Salary scale £700—£50-—£1000 p.a. 
(ii) Wage £16 per week. 
Accommodation and board available in Hospital for which 
a charge of £130 p.a. will be made for each appointment. 
Applications, stating age, qualifications and experience, 
together with the names of 3 referees, should be forwarded 
immediately to the Medical Superintendent. 
BLACKPOOL. DEVONSHIRE ROAD INFECTIOUS 
DISEASES HOSPITAL. (120 Beds.) BLACKPOOL AND FYLDE 
HOSPITAL MANAGEMENT COMMITTEE. SENIOR HOUSE 
OFFICER (resident) required to assist the Group Consultant 
Peediatrician and to have other duties in connection with the 
care of beds under the Pediatrician at the Victoria Hospital 
General—347 Beds), and the ‘“‘ Glenroyd ”’ Maternity Hospital, 
Dieckposl (60 Beds). Post provides good opportunities for 
gaining experience in child health. Ministry of Health terms and 
conditions of service. Appropriate charges for residence. 
Applications, stating age, qualifications with dates, and details 
of previous experience, together with copies of recent testi- 
monials, ‘should be sent to— 
ALTER R. SMITH, Group Secretary, 
Blackpool and F yide Hospital Management Committee. 
Group Offices, Victoria Hospital, Blackpool. 
BLACKPOOL. VICTORIA HOSPITAL. (347 Beds.) 
HOUSE PHYSICIAN (resident), vacant Ist February, 1953. 
This is a busy General Hospital with a large Outpatient Depart- 
ment and the post offers excellent opportunities for general 
experience under Consultant Physicians. Salary and condi- 
tions of service in accordance with national scale. 
Applications, with references, should be sent to the Hospital 
Secretary, Victoria Hospital, Blackpool. 
BLACKPOOL. VICTORIA HOSPITAL. (347 Beds.) 
SENIOR HOUSE OFFICER (Orthopedic and Casualty 
Departments). The post is recognised by the Royal College of 
Surgeons as a qualifying appointment for the Final examination 
and provides excellent opportunities for gaining experience. 
The Department is under the control of a Consultant Ortho- 
peedic Surgeon. Salary and conditions of service in accordance 
with national scale. 
Applications, with references, should be sent to the Hospital 
Secretary, Victoria Hospital, Blackpool. 
BLACKPOOL. VICTORIA HOSPITAL. (347 Beds.) 
RESIDENT HOUSE SURGEON (Surgical Department). This 
post is recognised by the Roy al College of Surgeons as a qualify- 
ing appointment for the Final examination. This is a bus sy 
General Hospital with a large Outpatient Department and the 
post offers excellent opportunities for general experience under 
Consultant Surgeons. Salary and conditions of service in accord- 
ance with national scale. 
Applications, with references, should be sent to the Hospital 
Secretary, Victoria Hospital, Blackpool. 
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BISHOP’S STORTFORD, HERTFORDSHIRE. HAY- 
MEADS HOSPITAL. (350 occupied beds. Midway between London 
and Cambridge. Main Line Railway from Liverpool Street.) 
Applications are invited from registered medical practitioners 
for a RESIDENT HOUSE OFFICER (surgical), first or second 
post held. Salary £350-£400 p.a. plus special grant of £50 
p.a., less £100 p.a. for residential emoluments. Appointment 
to commence as soon as possible. 

Applications, stating age, nationality, qualifications, and 

experience, with copies of recent testimonials or the names of 
referees, should be sent, as soon as possible to the Administrative 
Officer. 
BOSTON. WYBERTON WEST HOSPITAL. Sheffield 
REGIONAL HOSPITAL BOARD. Applications are invited from 
registered medical practitioners for the resident whole-time 
post of MEDICAL REGISTRAR to the above Hospital. The 
appointment is for 1 year in the first instance and may be 
renewed for a further year. 

Applications, giviug age, nationality, qualifications, present 
and previous appointments with dates, together with names and 
addresses of 3 referees, should be sent to the Secretary, Sheffield 
Regional Hospital Board, Fulwood House, Old Fulwood-road, 
Sheffield, 10, to arrive not later than 19th January, 1953. 
BOURNEMOUTH. ROYAL VICTORIA HOSPITAL. 
(492 Beds.) BOURNEMOUTH AND EAST DORSET HOSPITAL MANAGE- 
MENT COMMITTEE ANASTHETIST (Senior House Officer) 
required immediately. The post is recognised for the D.A. and 
is tenable for 12 months. Salary £670 p.a. 

Applications, stating nationality, to the Deputy Hospital 
Secretary at the Hospital. 

BRENTWOOD MENTAL HOSPITAL, Brentwood, Essex. 
SENIOR HOUSE OFFICER required. The Hospital is situated 
within easy reach of London by main line electric service and 
bus. There are over 2000 Beds, and a wide experience of all 
types of mental disorders (including the neuroses) can be 
obtained, All modern treatments are carried out, including 
psychosurgery. Visiting Consultants in other specialties attend 
regularly. Teaching by senior staff and facilities for attending 
Postgraduate Courses are provided ; also experience of out- 
patient clinics. Regular clinical meetings are held. The 
successful applicant will work under the direction of a Con- 
sultant Psychiatrist. Library, private bedroom and individual 
sitting-room are provided. Indoor and outdoor recreational 
facilities. The post may be non-resident. Salary at the rate 
of £670 p.a., less a reasonable charge for residential emoluments. 

Applications, stating age, experience and qualifications, 
should be sent to the Physician-Superintendent, with the names 
of 2 referees. 

—— 7. ROYAL SUSSEX COUNTY HOSPITAL. 
(300 Beds.) 
HOUSE SURGEON (recognised for F.R.C.S.), vacant 23rd 
January, 1953. 

HOUSE PHYSICIAN, vacant Ist February, 1953. 

Applications, stating age, qualifications, experience, and 
naming 2 referees, to the Administrative Officer. 

BRIGHTON, 7. ROYAL SUSSEX COUNTY HOSPITAL. 
CASUALTY HOUSE SURGEON required (1 of 2—attached 
to the Orthopeedic and Traumatic Unit), now vacant. 

Applications, giving details of qualifications, age, and experi- 
ence, together with the names and addresses of 2 referees, to 
be sent to the Administrative Officer as soon as possible. 
BRIGHTON. SUSSEX EYE HOSPITAL, Eastern-road, 
BRIGHTON. (56 Beds.) HOUSE SURGEON, vacant early 
February, 1953. Recognised for D.O. Successful applicant will 
be considered for senior post (Senior House Officer) on completion 
of 6 months. 

Applications, stating age, qualifications, and experience, and 

naming 2 referees, to Administrative Officer. 
BRISTOL CLINICAL AREA. The Board of Governors 
OF THE UNITED BRISTOL HOSPITALS AND THE SOUTH-WESTERN 
REGIONAL HOSPITAL BOARD. Applications are invited by the 
above Boards from ‘registered medical practitioners for the 
joint appointment of REGISTRAR in Anesthetics to Frenchay 
Hospital, Bristol, which is the Regional Centre for neuro, plastic 
and thoracic surgery. Facilities for training in these specialised 
branches of anesthetics are available. The appointment will 
be held for 1 year in the first instance, and be renewable for a 
further year. 

Applications (12 copies), stating date of birth, qualifications 
and experience, together with 12 copies of 2 testimonials, and 
the names and addresses of 2 referees, should be sent to the 
Secretary of the Regional Hospital Board, 27, Tyndalls Park- 
road, Bristol, 8, not Saeee than 17th January, 1953. 
BRISTOL. COSSHAM / FRENCHAY HOSPITAL 
MANAGEMENT COMMITTEE. FRENCHAY HOSPITAL. (499 staffed 
beds.) RESIDENT SENIOR HOUSE OFFICER in the Depart- 
ment of Plastic and Jaw Surgery required in January, 1953. 

Applications, with full particulars, to the Group Secretary, 
Frenchay Hospital, Bristol. 

BRISTOL. COSSHAM/FRENCHAY > HOSPITAL 
MANAGEMENT COMMITTEE. FRENCHAY HOSPITAL. (499 staffed 
beds, expanding.) Applications are invited for the post of 
SENIOR HOU SE OFFICER in the Regional Neurosurgery 
Department. Vacancy will occur about Ist February, 1953. 
This post offers useful surgical experience and the opportunity 
of gaining a working knowledge of neurological diagnosis. 
aed ae to the Secretary, Frenchay Hospital, quoting 

N.8.F.” 2 referees required. 

BURY AND ROSSENDALE HOSPITAL MANAGEMENT 
COMMITTEE. 
Bury General Hospital 

SENIOR HOUSE OFFICER (orthopedics). 

Applications are invited for the above posts and should 
indicate age, nationality, qualifications, and experience, and 
should be sent to the undersigned as soon as possible. 

. WILKINSON, Secretary to the Committee. 

Bury General Hospital, Bury, Lancs. 
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BURTON-ON-TRENT GENERAL INFIRMARY. House 
SURGEON (resident) required immediately. House Officer 
grading. This post offers excellent experience in general surgical 
duties. 

Full particulars should be sent to the undersigned as soon as 
possible. E. SMITH, Group Secretary. 


BURY ST. EOMUNDS. WEST SUFFOLK GENERAL 
HOSPITAL. (289 Beds.) Applications invited for post of HOUSE 
SURGEON for E.N.T. and ophthalmic duties with some general 
surgery and casualty duties. Post recognised for pre-registration 
practitioners. Vacant immediately. 

Full details to Hospital Secretary. 
CAMBRIDGE. ADDENBROOKE’S HOSPITAL. 
PHYSICIAN for 6 months from Ist March, 1953. 
pre-registration service. 

Apply, stating age, nations ality, 


House 
Recognised 


qualifications, and experience 


with dates, and copies of 3 te ‘stimonials, to Secretary by 17th 
January. 7 
CAMBRIDGE. ADDENBROOKE’S HOSPITAL. House 
SURGEONS (2) for 6 months from 28th February, 1953. 


Recognised pre-registration service. 


Apply, stating age, nationality, qualifications, and experience 
‘vith dates, and copies of 3 testimonials, to Secretary by 17th 
January. 

CAMBRIDGE. ADDENBROOKE’S HOSPITAL. Non- 
RESIDENT SURGICAL REGISTRAR, for 1 year in first 
instance from Ist March, 1953, reviewable annually. 

Apply, with full particulars and 3 copies of recent testi- 
monials, to Secretary by 17th January. 

CAMBRIDGE. FULBOURN HOSPITAL. Applications 


are invited for the appointment of SENIOR HOUSE OFFICER 
at the above Hospital. This Hospital (it is linked with the 
University and its Teaching Hospital) is progressive and has 
a large annual admission-rate, mainly voluntary patients. 
All forms of so mong treatment are given. — are 4 associated 
outpatient clinics. Facilities exist for D.P.» 

Applications, with names of 2 referees, 
Medical Superintendent immediately. 
CANTERBURY. KENT AND CANTERBURY HOS- 
PITAL. (265 Beds.) E.N.T. AND EYE HOUSE SURGEON. 
The above post, which is recognised for the D.L.O. and D.O.M.S. 
examinations, is now vacant. National Health Service salary 
and conditions. 

Applications to be addressed to the Hospital Secretary at the 
above Hospital. 
CARDIFF. 


1, be sent to the 


ST. DAVID’S HOSPITAL. (656 Beds.) 
CARDIFF HOSPITAL MANAGEMENT COMMITTEE. SENIOR 
HOUSE OFFICER (general medicine) required commencing 
10th January, 1953. 


Application forms from Group Secretary, Carditf Hospital 
Management Committee, 44, Cathedral-road, Cardiff. 
CARLISLE. CUMBERLAND INFIRMARY. (322 Beds.) 


EAST CUMBERLAND HOSPITAL MANAGEMENT COMMITTEE. 
tions are invited for the post of HOUSE OF FICER—* 
(i.e., E.N.T. and Eyes) for a period of 6 months. 

Applications, giving the names of 2 referees, 
to the undersigned as soon as possible. 

A. PICKERING, Group Secretary. 

Cumberland Infirmary, Carlisle. 

CARLISLE. CUMBERLAND INFIRMARY. (322 Beds.) 
Applications are invited for the resident post of HOUSE 
OFFICER (orthopedic and fracture) for the 6 months 
commencing immediately. 

Applications, giving the names of 2 
to the undersigned - soon as possible. 

PICKERING, Group Secretary, 
East Conniaen Hospital Management Committee. 

Cumberland Infirmary, Carlisle. 

CARMARTHEN. WEST WALES GENERAL HOSPITAL. 
(160 Beds.) RESIDENT HOUSE OFFICER (surgical 
recognised by Royal College of Surgeons) required at the above 
Hospital. Full Consultant staff. Salary £350, £400, or £450 p.a. 
according to experience, less £100 for residence. 6 months 
appointment. 

Applications stating age, nationality, 

experience, with names of 3 referees, 
West Wales Hospital Management 
Carmarthen. 
CARSHALTON, SURREY. ST. HELIER HOSPITAL. 
(Approximately 832 Beds.) ST. HELIER GROUP HOSPITAL MANAGE- 
MENT COMMITTEE. Applications invited for the post of AN A&S- 
THETIC REGISTRAR to be filled as soon as possible. 

a sation forms obtainable from the Group Secretary, 

Helier Hospital, Carshalton, Surrey. Comp.eted forms to be 
Panna not later than 14 days after the appearance of this 
advertisement. 
CHESTERFIELD ROYAL HOSPITAL. Senior House 
OFFICER required in Accident and Orthopedic Department of 
the above Hospital. National salary and conditions. 

Applications to— M. H. Boone, Secretary, 

Chesterfield Hospital Management Committee. 
CHESTERFIELD ROYAL HOSPITAL. Resident Anews- 
THETIST (Senior House Officer grade) required at above 
Hospital immediately, for 1 year. Post recognised for D.A. 
Salary £670 p.a., less £155 yearly for board, lodging, &c. 

Apply, with names of 2 referees, to— 

M. H. BOong, Secretary, 

Chesterfield Hospital Management Committee. 
CHICHESTER. ROYAL WEST SUSSEX HOSPITAL. 
(202 Beds.) RESIDENT HOUSE SURGEON required for 
6 months appointment, vacant early January. National scale 
for first, second, or third post. 6 residents including Resident 


Applica- 


Specials,”’ 


should be sent 


referees, should be sent 


qualifications and 
to the Group Secretary, 
Committee, Glangwili, 





Surgical Officer and 3 House Surgeons, 
Applications to 
as soon as possible. 


Senior Administrative Officer of Hospital 


CHICHESTER. ROYAL WEST SUSSEX HOSPITAL. 
(202 Beds.) RESIDENT HOUSE PHYSICIAN required for 
6 months appointment. Post vacant 6th January. National 
scale for first, second, or third post. 6 Residents, including 
Resident Medical Officer and House Physician. 
Applications to Senior Administrative Officer of 
soon as possible. 


CHELTENHAM GENERAL HOSPITAL. 


Hospitalf as 


(220 Beds.) 


Applications are invited for the appointment of SENIOR 
HOUSE OFFICER (casualty). Salary £670 p.a., less £125 
emoluments. The appointment will be tenable for 1 year in 
the first instance. 

Applications, stating age, qualifications and experience, 
together with copies of testimonials, to be sent to the Group 
Secretary, General Hospital, Cheltenham. 

CHELTENHAM GENERAL HOSPITAL. (220 Beds.) 
Applications are invited for the appointment of SENIOR 
HOUSE OFFICER (surgical). Salary £670 p.a., less £125 


emoluments. 
first instance. 
Applications, stating age, qualifications 
together with copies of testimonials, to be 
Secretary, General Hospital, Cheltenham 


CHELTENHAM GENERAL, EYE AND CHILDREN’S 


The appointment will be tenable for 1 year in the 


and experience, 
sent to the Group 


HOSPITAL. (CHILDREN’S DEPARTMENT.) Applications are invited 
for the post of RESIDENT MEDICAL OFFICER (second o1 
third appointment) for the Children’s Department (50 Beds). 


The appointment which is recognised for candidates entering 
for the D.C.H. offers scope for wide experience in all Departments 
of Peediatrics, surgical cases and attendance at Outpatient 
Departments at the General Hospital. Previous hospital 
experience in pediatrics is desirable. The appointment will be 
for a period of 6 months in the first instance 

Applications, toge ~ r with 3 testimonials, should be addressed 





immediately to 3S. Davis, Group Secretary. 

General Hospital, ‘Cheltenham. 
CHERTSEY, SURREY. ST. PETER’S HOSPITAL. 
(Late Botleys Park War  Hospital—430 Beds.) Required, 
SENIOR HOU! > OFFICER for the Gynecological and 
Special (E. tyes, &c.) Departments. Salary in accordance 
with terms eohy conditions of Nafional Health Service. Hospital 


within easy reach of London. 

Applications, together with testimonials or names of referees, 
should be sent to the Physician-Superintendent, quoting 
reference L.T., St. Peter’s Hospital, as soon as possible. 
COLCHESTER GROUP HOSPITAL MANAGEMENT 
COMMITTEE. ESSEX COUNTY HOSPITAL, COLCHESTER (21 gynve- 
cological beds), COLCHESTER MATERNITY HOSPITAL (22 obstetric 


beds). HOUSE OFFICER (Male or Female—obstetric and 
gynecological), first, second, or third post. Appointment 
tenable for 6 months from 15th February. Salary in accordance 


with the terms of service issued by the 
Applications, with copies of 3 
warded to the Secretary, Colchester Group Hospital Management 
Committee, 14, Pope’s-lane, Colchester. 
COTTINGHAM, E. YORKS. 
Raywell Sanatorium (48 Beds) and HOUSE OFFICER for 
Castle Hill Sanatorium (221 Beds) to work under supervision 
of Consultant Chest Physician. Sanatoria part of Group with 


Ministry of Health. 
testimonials, should be for- 


Senior House Officer for 


major thoracic surgery and mass-radiography units and 
laboratory facilities. 

Application forms from Group og = pt Hull B Hospital 
Management Committee, De la Pole em Willerby, F 


Yorkshire. 
COTTINGHAM, near HULL. CASTLE HILL HOSPITAL. 
HOUSE SURGE ON (Senior House Officer grade) for Major 
Thoracic Surgery Unit at above Hospital, to work under the 
supervision of the Consultant Thoracic Surgeon. Unit part of 
Group incorporating Mass Radiography Unit and full laboratory 
facilities. 

Application forms obtainable from Group Secretary, Hull B 
Hospital Management Committee, De la Pole Hospital, Willerby, 
E. Yorkshire. 


COVENTRY AND WARWICKSHIRE HOSPITAL. (346 
Beds.) CASUALTY OFFICER required (Senior House Officer 
status) for Central Accident Department. 3 other Casualty 


Officers employed. Post recognised for F.R.C 
Applications to the Secretary, Group 20 Hosp ital Management 
Committee, Coventry and Warwickshire Hospital, Coventry. 


CROYDON. MAYDAY HOSPITAL, Thornton Heath, 
SURREY. (637 Beds.) SOUTH WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD. CROYDON GROUP HOSPITAL MANAGEMENT 
COMMITTEE. Applications invited for appointment of SURGICAL 
REGISTRAR (whole-time) commencing March, 1953. Candi- 
dates should have good medical and surgical background, and 
possession of higher surgical qualification an advantage. There 
are 2 surgical teams at Hospital. Post recognised for F.R.C.S. 
examination. 

Application forms obtainable from GEORGE A. 
Secretary, Hospital Management Committee, General Hospital, 
Croydon, to be returned by not later than 16th January. 


DARTFORD HOSPITAL MANAGEMENT COMMITTEE. 


PAINES, 


SENIOR HOUSE OFFICER (anesthetics). 

HOUSE SURGEONS (general). 

HOUSE OFFICER (general medicine), vacant 21st January, 
1953 

HOU SE OFFICE “A (E.N.T. and ophthalmology), vacant 


Ist February, 195 

HOUSE OFFICE R en st 

1953. 

Applications, stating age, 
nationality, and the names of 2 persons to whom reference may 
be made, to be sent to the Group Secretary, Dartford Hospital 
Management Committee, The Bow Arrow Hospital, Dartford, 


liseases), vacant 30th 


January, 


qualifications, experience, 
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DERBY. DERBYSHIRE ROYAL INFIRMARY, London- 
road. (416 Beds.) DERBY AREA NO. 1 HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for 2 appointments of 
HOUSE SURGE ON (pre-registration), vacant 16th January, 
1953 and Ist February, 1953. If there are no pre-registration 
applicants, registered medical practitioners will be considered 
for appointment on the Senior House Officer grade. 

Applications, stating full details, together with copies of 2 
recent testimonials, should be sent immediately to the Secretary, 
Derbyshire Royal Infirmary, Derby. 


DERGY. DERBYSHIRE ROYAL INFIRMARY, London- 
road. (416 —) DERBY AREA NO. 1 HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the post of HOUSE 
PHYSICIAN (pre-registration), vacant 25th February, 1953. 
If there are no pre-registration applicants, registered medical 
practitioners will be considered for appointment on the Senior 
House Officer grade. 

Applications, stating full details, together with copies of 2 
recent te stimonials, should be sent immediately to the Secretary, 
Derbyshire Royal Infirmary, Derby. ‘ 
DEWSBURY. STAINCLIFFE GENERAL HOSPITAL, 
YORKS. (314 Beds.) Applications are invited for the post of 
RESIDENT SURGICAL OFFICER (Senior House Officer 
grade), vacant 10th January, 1953. The Hospital is recognised 
for the F.R.C.S. This post offers excellent experience in general 
surge 

eolécohteus, stating age, nationality, qualifications and 
experience, together with copies of recent testimonials, should 
be submitted to the Administrative Officer at the above address. 


DORCHESTER. DORSET COUNTY HOSPITAL. (113 
Beds.) HOUSE PHYSICIAN (Male or Female) required end 
of January, 1953. Post tenable for 6 months. 

Apply, with full details of age, experience, qualifications, and 
nationality, together with copy testimonials, to Group Secretary, 
West Dorset Group Hospital Management Committee, Damers- 
road, Dorchester, Dorset, immediately. 
DUDLEY, STOURBRIDGE AND DISTRICT HOSPITAL 
GROUP. BIRMINGHAM REGION. Applications invited from 
registered practitioners for following appointments — 

Guest Hospital, Dudley (154 Beds 

SENIOR HOUSE OFFIC ER (resident Anesthetist). Post 
now vacant. Salary £670 p.a., less £150 p.a. in respect of 
residential emoluments. 

HOUSE OFFICER (resident surgical). Post vacant January, 
1953. 

Corbett Hospital, Stourbridge (196 Beds) 

CASUALTY OFFICER. Post now vacant. 

RESIDENT HOUSE PHYSICIAN. Post now vacant. 

Wordsley, near Stourbridge (478 Beds) 

SENIOR HOUSE OFFICER (resident), surgical, post now 
vacant. Salary £670 p.a., less £150 p.a. in respect of residential 
emoluments. 

SENIOR HOUSE OFFICER (resident), medical, post now 
vacant. Salary £670 p.a., less £150 p.a. in respect of residential 
emoluments. 

Applications, stating age, experience, with copies of 3 recent 
testimonials, to H. RAYMOND Hurst, 

Secretary to the Management Committee. 

The Guest Hospital, Dudley. 

EASTBOURNE. ST. MARY’S HOSPITAL. (261 Beds.) 
Applications are invited from registered medical practitioners 
for the post of GYNASCOLOGICAL HOUSE SURGEON with 
duties in the abnormal Obstetric Unit. Staff of 5 House Officers 

Applications, stating age, nationality, qualifications, and 

experience, with copies of 2 recent testimonials, to the Sec retary, 
29, Be sdfordwell- road, Eastbourne. 
EDGWARE GENERAL (formerly Redhill County) HOS- 
PITAL, EDGWARE, MIDDLESEX. (715 Beds.) RESIDENT 
HOUSE PHYSICIAN. Post vacant 20th January, 1953. Salary 
£400-£450 p.a., according to experience. Deduction of £100 
p.a. for board, lodging, &c. 6 months appointment. 

Applications, stating age, qualifications, experience, and 
enclosing copies of up to 3 recent testimonials, to Medical 
Director of Hospital by 10th January, 1953. Candidates selected 
for interview will be notified by 17th January, 1953. 


GOODMAYES HOSPITAL, Goodmayes, tlford, Essex. 
SENIOR HOUSE OFFICER required for modern mental 
hospital situated within easy reach of the centre of London. 
All forms of modern psychiatric treatment available. Facilities 
given to study for higher qualifications. Salary £670 p.a., less 
#150 for residential amenities if resident. 

Applications, stating age, experience and qualifications, to 

the Physician- ‘Superintendent, with 2 copies of recent testi- 
monials, as soon as possible. 
QHANTHAM AND KESTEVEN GENERAL HOSPITAL. 
(117 Beds.) Applications are invited from registered medical 
practitioners for the post of RESIDENT HOUSE PHYSICIAN 
(Senlor House Officer grade). Salary £670 p.a. less £130 p.a. 
for ae ag emoluments The person appointed will be 
responsible for the care of medical cases and pediatric cases 
and will be required to assist in the medical and pediatric 
outpatient clinics. The post becomes vacant at the end of 
January, 1953. 

Applications. stating age, qualifications, nationality, together 
with copies of recent testimonials, should be forwarded as soen 
as possible to the Secretary, Grantham Hospital Manayemeut 
Committee, 101, Manthorpe-road, Grantham. 

QLASGOW. STOBHILL GENERAL HOSPITAL. 
DERMATOLOGY UNIT. Applications are invited for the post of 
RESIDENT HOUSE OFFICER for the 6 months beginning 
Ist February, 1953, and should be addressed to the Medical 
Superintendent. : aS x, 
GLASGOW. STOBHILL GENERAL HOSPITAL. Phthisi 
unit. Applications are invited for the post of RESIDENT 
HOU SE OFFICER for the 6 months beginning Ist February, 
1953, and should be addressed to the Medical Superintendent. 
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GLASGOW ROYAL INFIRMARY. Senior House Officers 
in Surgery (2 vacancies). 

Write not later than 8th January, 1953, giving 3 names for 
reference to the Secretary, Board of Management for Glasgow 
Royal Infirmary and Associated Hospitals, 135, Buchanan- 
street, Glasgow, C.1. 

GLASGOW, 8.W.1. SOUTHERN GENERAL HOSPITAL. 
Locum SENIOR HOUSE OFFICER (pathology). 

Write to Secretary, Board of Management for Glasgow 
South-Western Hospitals, 1301, Govan-road, Glasgow, S.W.1, 
by 7th January, naming 2 referees. 

GLASGOW, 8.W.1. SOUTHERN GENERAL HOSPITAL. 
SENIOR HOUSE OFFICER (psychiatry). 

Write to Secretary, Board of Management for Glasgow South- 
Western Hospitals, 1301, Govan-road, Glasgow, S.W.1, by 7th 
January. naming 2 re ferees. 


GATESHEAD, 8, Co. DURHAM. BENSHAM GENERAL 
HOSPITAL. GATESHEAD AND DISTRICT HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the appointment of 
HOUSE OFFICER (obstetrics and gynecology). The appoint- 
ment will be in accordance with the National terms and condi- 
tions and the National Health Service Regulations. 

Applications, together with copies of 2 recent testimonials, 
should be addressed to the Medical Superintendent, Queen 
Elizabeth Hospital, Sheriff Hill, Gateshead, 9. 

H. CLARK, Group Secretary. 
GATESHEAD, 8. BENSHAM GENERAL HOSPITAL. 
GATESHEAD AND DISTRICT HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the appointment of HOUSE 
OFFICER (surgical). The appointment will be in actordance 
with the National terms and conditions and the National Health 
Service Regulations. 

Applications, together with copies of 2 recent testimonials, 
should be made to the Medical Superintendent, Queen Elizabeth 
Hospital, Sheriff Hill, Gateshead, 9 
5 H. CLARK, Group Secretary. 
GATESHEAD, 8, Co. DURHAM. BENSHAM GENERAL 
HOSPITAL. GATESHEAD AND DISTRICT HOSPITAL MANAGEMENT 
COMMITTER. Applications are invited for the appointment of 
HOUSE OFFICER (medical). The appointment will be in 
accordance with the National terms and conditions and the 
National Health Service Regulations. 

Applications, together with copies of 2 recent testimonials, 
should be addressed to the Medical Superintendent, Queen 
Elizabeth Hospital, Sheriff Hill, Gateshead, 9. 
in H. CLark, Group Secretary. 
GATESHEAD, 9. QUEEN ELIZABETH HOSPITAL, 
Sheriff Hill. GATESHEAD AND DISTRICT HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the appointments of 
2 HOUSE OFFICERS (surgicul). The appointments will be in 
accordance with the National terms and conditions and the 
National Health Service Regulations. 

Applications, together with copies of 2 recent testimonials, 
should be addressed to the Medical Superinte ndent at the above 
Hospital. . CLARK, Group Secretary. 
GATESHEAD, 9. QUEEN ELIZABETH HOSPITAL, 
Sheriff Hill. GATESHEAD AND DISTRICT HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the appvintment of 
HOUSE OFFICER (medical). The appointment will be in 
accordance with the National terms and conditions and the 
National Health Service Regulations. 

Applications, together with copies of 2 recent testimonials, 
should be made to the Medical Superintendent at the above 
Hospital. 1. CLARK, Group Secretary. 
GATESHEAD, 9. QUEEN ELIZABETH HOSPITAL, 
Sherif? Hill. GATESHEAD AND DISTRICT HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the appointment of 
HOUSE OFFICER (Gynecological Cancer Unit). The 
appointment will be 1. accordance with the National terms and 
conditions and the National Health Service Regulations. 

Applications, together with copies of 2 recent testimonials, 
should be addressed to the Medical Supe rintende nt at the above 
Hospital. H. CLakK, Group Secretary. 


GATESHEAD, 9. QUEEN ELIZABETH HOSPITAL, 
Sherit? Hill. GATESHEAD AND DISTRICT HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the appointment of 
HOUSE OFFICER (obstetrics). The post is recognised for 
purposes of D.Obst.R.C.0.G. The appointment will be in 
accordance with the National terms and conditions and the 
National Health Service Regulations. 

Applications, together with copies of 2 recent testimonials, 
should be made to the Medical Superintendent at the above 
Hospital. H. CLARK, Group Secretary. 
GATESHEAD, 9. QUEEN ELIZABETH HOSPITAL, 
Sheriff Hil. GATESHEAD AND DISTRICT HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the appointment of 
SENIOR HOUSE OFFICER (Department «f Anvsthesia). 
The post is recognised for the purposes of D.A. The appointment 
will be in accordance with the National terms and conditions 
and the National Health Service Regulations. 

Applications, together with copies of 2 recent testimonials, 
should be made to the Medica] Superintendent at the above 
Hospital. H. CLarK, Group Secretary. 
GREAT YARMOUTH AND GORLESTON GENERAL 
HOSPITAL, DENE SIDR, GREAT YARMOUTH. Immediate vac- 
ancy for RESIDENT MEDICAL OFFICER (senior House 
Otficer status), Male or Female, for the Medical Unit of the 
Great Yarmouth and Gorleston Hospital. The Unit com- 
prises 30 Beds for acute medical cases, fully equipped to under- 
take all types of medical treatment and investigations, and is 
under the personal direction of a full-time Consultant. The 
post provides an excellent opportunity for a practitioner reading 
for a higher medical qualification. Salary £670, less £150 for 
residence. 

Applications, with names of 3 referees, should be sent to 
Secretary-Superintendent of Hospital, Dene Side, Gt. Yarmouth. 
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GREAT YARMOUTH AND GORLESTON GENERAL 
HOSPITAL, DENE SIDE, GREAT YARMOUTH. 2 immediate vacancies 
at the above Hospital for HOUSE SURGEONS (Male or Female). 
The Hospital is staffed by a Consultant General Surgeon, and a 
Consultant E.N.T. Surgeon and is regularly visited by Consultant 
staff from the Norfolk and Norwich Hospital, Norwich. Salary 
in both cases £350, £400, or £450 according to experience, less 
£100 for residential emoluments 

Applications, stating age, qualifications, experience, with 

names of 2 referees, to Secretary of Hospital. 
GRIMSBY GENERAL HOSPITAL. (220 Beds.) Grimsby 
HOSPITALS MANAGEMENT COMMITTEE. Applications are invited 
for the post, vacant 10th February, 1953 (and recognised for 
the D.L.O.), of SENIOR HOUSE OFFICER, witb duties in 
Surgical and E.N.T. Departments. 

Applications, with names of 2 referees, to Hospital Secretary, 
Grimsby General Hospital. 

HALIFAX AREA HOSPITALS MANAGEMENT COM- 

MITTEE. 2 SENIOR HOUSE OFFICERS required in the 
Anesthetic Departments at Royal Halifax Infirmary (301 
Beds) and Halifax General Hospital (425 Beds) ; both busy acute 

general hospitals. Opportunities for studying for D.A. Salary 
#670 p.a., with deduction of £130 p.a. for residence, &c. 

Applications, stating age. qualifications, and experience, with 
copies of 2 recent testimonials, to be forwarded to Group 
Secretary, Royal Halifax Infirmary, Halifax, Yorkshire. 
HALIFAX GENERAL HOSPITAL. (425 Beds.) 
SURGEON (Male or Female) required. 

Applications, stating age, and experience with names and 

addresses of 2 persons to whom reference may be made, to be 
forwarded to Group Secretary. Royal Halifax Infirmary, Halifax, 
Yorkshire. 
HASTINGS AND ST. LEONARDS. BUCHANAN HOS- 
PITAL. (94 Beds.) SENIOR HOUSE OFFICER required for 
Urology and Children’s Surgery ; post vacant now, is recognised 
for F.R.C.S., may be tenable for 6 or 12 months. National 
scale of salary. 

Apply to Hospital Administrator. - 
HASTINGS GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. SENIOR HOUSE OFFICER (anesthetics). Non- 
resident post, vacant now, for duties within the Group, is 
recognised for Diploma in Aneesthetics. National scale of salary. 

Apply to Group Secretary, 11, Holmesdale-gardens, Hastings. 
HASTINGS. ROYAL EAST SUSSEX HOSPITAL. (150 
Beds.) HOUSE SURGEON. Post vacant 8th January, is 
recognised forthe F.R.C.S. National scale of salary. 

Apply to Hospital Administrator. 

HASTINGS. ST. HELEN’S HOSPITAL. (454 Beds.) 
2 HOUSE PHYSICIANS (Male or Female), resident. 1 post 
for pediatrics and general medicine, vacant now. 1 post (pre- 
registration) vacant end January. National scale of salary. 

Apply to Hospital Administrator. 

HEREFORD GENERAL HOSPITAL. (154 Beds.) Here- 
FORDSHIRE HOSPITAL MANAGEMENT COMMITTEE. Applications 
are invited fur the post of HOUSE OFFICER (medicine and 
pediatrics), vacant as from 4th February, 1953. Conditions 
of service applicable to hospital medical and dental staffs 
(England and Wales). 

Applications, with copies of 2 recent testimonials, should be 

sent to the Secretary, Hospital Management Committee, County 
Hospital, Hereford. 
HEREFORD GENERAL HOSPITAL. (154 Beds.) Here- 
FORDSHIRE HOSPITAL MANAGEMENT COMMITTEE, Applications 
are invited for the post of HOUSE OFFICER (medicine, surgery 
and E.N.T.), vacant as from 4th February, 1953. Conditions 
of service applicable to hospital medical and dental staffs 
(England and Wales). 

Applications, with copies of 2 recent testimonials, should be 

sent to the Secretary, Hospital Management Committee, County 
Hospital, Hereford. 
HERTFORD COUNTY HOSPITAL. (171 Beds. Hospital 
situated 21 miles from London.) Applications are invited for 
the appointment of HOUSE SURGEON (Male or Female), 
first, second, or third post held, for geueral surgery, gynecology, 
and obstetrics. K practitioners holding first post may apply. 
6 months appointmeut. Salary at rate of £350-£450 p.a., less 
£100 p.a. residential emoluments. Duties to commence as svon 
as possible. 

Applications to the Group Secretary, Hertford Group Hospital 
_—- Committee, Hertford County Hospital, Hertford, 

erts. 

HERTFORD COUNTY HOSPITAL. (171 Beds. Hospital 
situated 21 miles from London.) CASUALTY HOUSE 
OFFICE &R (Male or Female), first, second, or third post held, with 
attachment to Perediatrician and Ophthalmic Consultant. 
Salary £350-£450 p.a., less £100 p.a. residential emoluments. 
Appointment to commence immediately. 

Applications, with full details and references, to Secretary, 
County Hospital, Hertford, Herts. 

HULL. KINGSTON GENERAL HOSPITAL. (398 Beds.) 
Applications are invited for the following resident appoint- 
ments :— 

SENIOR SURGICAL HOUSE OFFICER. Salary £670 p.a., 
less £130 for emoluments. Successful candidate to supervise 
work of 2 House Surgeons in general, orthopedic and gyneeco- 
logical work ; rey to undertake operative work and 
emergency surger} 

2 HOUSE OFFICERS ; 1 mainly gynecology and 1 general 
surgery. Salary £350, £400, or £450 p.a., according to experience. 
Posts are tenable for 6 months. Vacant now. 

2 HOUSE OFFICERS (general medicine ). Salary £350, 
£400, or £450 according to experience. The posts are tenable for 
—— 1 post is now vacant and the other on Ist February, 

53. 


House 





Applications, with full particulars to be forwarded to the 
Secretary, Hull A Group Hospital Management Committee. 


HULL ROYAL INFIRMARY. Hull A Group Hospital 
MANAGEMENT COMMITTEE. Applications are invited for the 
Conor posts :— 

OUSE SURGEONS ie! hogy ; om 1 Sutton Branch 

onnoek Recognised for F.R. 

THOPADIC HOUSE SU ROBON. 

CAsU ALTY OFFICER (Senior House Officer grade). 

HOUSE PHYSICIAN. 

Applications to the Hospital Secretary. 
HUDDERSFIELD HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited for the post of HOUSE 
SURGEON to the Princess Royal Maternity Home (57 Beds), 
to commence on 22nd February, 1953. The holder of the post, 
which is recognised for the D.Obst.R.C.O.G., will have access 
to the abnormal maternity and gynecological beds at the 
Royal Infirmary. The department is under the control of 2 
Consultant Obstetricians and Gynecologists. Salary in 
accordance with the terms and conditions for hospital medical 
and dental staffs. 

Applications to be addressed to— 

H. J. JOHNSON, Secretary to the Management Committee. 

Royal Infirmary, Huddersfield. 

HUDDERSFIELD ROYAL INFIRMARY. (312 Beds. ) 
HUDDERSFIELD HOSPITAL MANAGEMENT COMMITTEE HOL 
SURGEON required to commence duty on 28th Januar y, 195 3. 

Salary in accordance with the terms and conditions of service 
for hospital medical and dental staffs, with full residential 
emoluments. 

Applications, together with copies of 3 recent testimonials, 
to be addressed to the undersigned as soon as possible. 

. J. JOHNSON, Secretary to the Management Committee. 

The Royal Infirmary, Huddersfield. ; 
HUDDERSFIELD ROYAL INFIRMARY. (312 Beds.) 
HUDDERSFIELD HOSPITAL MANAGEMENT COMMITTEE. HOUSK 
PHYSICIAN required to commence duty on 19th January, 
1953. Salary in accordance with the terms and conditions of 
service for hospital medical and dental staffs, with full residential 
emoluments. 

Applications, together with copies of 3 recent testimonials, 
to be addressed to the undersigned as soon as possible. 

H. J. JOHNSON, Secretary to the Management Committee. 

The Royal Infirmary, Huddersfield. 

HUDDERSFIELD ROYAL INFIRMARY. (312 Beds.) 
HUDDERSFIELD HOSPITAL MANAGEMENT COMMITTEE. Applica- 
tions are invited for the appointment of SENIOR HOUSE 
OFFICER in Ophthalmology (non-resident), to commence 
duties immediately. Tbe post is recognised for the Diploma in 
Ophthalmology. Salary in accordance with the terms and 
conditions of service for hospital medical and dental staffs. 

Applications, stating age, nationality, qualifications and 
experience, together with copies of 3 recent testimonials, should 
be sent to the undersigned as soon as possible. 

H. J. JOHNSON, Secretary to the Management Committee. 

The Royal Infirmary, Huddersfield. + 
HESWALL. CLEAVER HOSPITAL. (220 Beds.) Applica- 
tions are invited for the appointment of JUNIOR HOSPITAL 
MEDICAL OFFICER. The post offers good experience in modern 
treatment of tuberculosis. The Hospital deals with acute cases, 
and minor and major surgery by members of the Liverpool 
Chest Surgical Unit is carried out. Applicants should have had 
previous experience in the treatment of tuberculosis and a 
knowledge of chest surgical procedure would be an advantage. 

Applications from ex-patient practitioners will be considered. 

Salary, terms, and conditions of service in ac cordance with those 
laid down by the Ministry of Health. 

Applications, including the names of 3 siienenlt should be 
addressed to the Physician-Superintendent as soon as possible. 
HESWALL. CLEAVER HOSPITAL. (220 Beds.) Applica- 
tions are invited for the post of SENIOK HOUSE OFFICER 
(new appointment). Excellent facilities for obtaining good 
knowledge of modern treatment of pulmonary tuberculosis 
in all its branches. Applicants should have held previous House 
appointment and preferably should have had some experience 
in treatment of pulmonary tuberculosis. Applications from 
ex-patient practitioners welcome. Sulary £670 p.a. (less £150 
for emoluments) and Ministry of Health conditions. 

Applications to be submitted to Physicvian-Superintendent 

immediately. 
HILLINGDON HOSPITAL, near Uxbridge, Middlesex. 
HOUSE SURGEON (resident), Male, required fur gyusecological 
duties at above Hospital. Previous gynecological experience 
desirable but not essential. Recognised for M.R.C.O.G. 

Applications, not later than 13th January, stating age, nation- 
ality. qualification and experience, and enclosing copics of not 
more than 3 testimonials, to Medical Director. 


IPSWICH. BOROUGH GENERAL HOSPITAL, Heath- 
road. (275 Beds.) Application- are invited for the post of 
HOUSE PHYSICIAN with effect from 25th February, 1953. 
The appointment is normally of 6 months duration and is of 
House Officer grade. 

Applications, with full particulars and copies of 2 recent 
testimonials, or the names of 2 referees, to Hospital Secretary. 
IPSWICH. EAST SUFFOLK AND IPSWICH HOS- 
PITAL. (360 Beds.) Applications are invited for the pust of 
HOUSE SURGEON to the E.N.T. and Ophthalmic Departments. 
Post recognised for D.L.O. examination. 

Applications, stating age, nationality, experience, and copies 

of recent testimonials to the Hospital Secretary. 
IPSWICH. EAST SUFFOLK AND IPSWICH HOS- 
PITAL. (360 Beds.) Applications are invited for the post of 
HOUSE SURGEON to the General Consultant Surgeon, vacant 
on 2ist January, 1953. The post, which is graded House 
Officer (first, second, or third post), is recoguised for the F.R.C.S. 
examination. 

Applications, stating age, nationality, experience, and copies 

















of recent testimonials, to the Hospital Secretary. 
47 


THE LANCET] 


THE LANCET GENERAL ADVERTISER [Jan. 3, 1953 





ILFORD. KING GEORGE HOSPITAL. There is a 
vacancy fora SENIOR HOUSE OFFICER (Anesthetist) at the 
above Hospital. The Officer appointed will be required to be 
available for duty in other hospitals in the Group. Salary will 
be at the rate of £670 p.a., less emoluments. Applicants should 
have been registered not less than 1 year. 

Applications should be sent, accompanied by copies of 3 
testimonials, to the undersigned, within 7 days of the appearance 
of this advertisement. 

G. AUSTIN HEPWORTH, Secretary, Ilford and 
Barking Group Hospital Management Committee. 

King George Hospital, Ilford. 

ISLE OF WIGHT GROUP HOSPITAL MANAGEMENT 
COMMITTEE. 

HOUSE SURGEONS. 

St Mary’ s Hospital, Newport, I.W., vacant Ist February, 
X oval: Lw. County Hospital, Ryde, vacant 21st February, 


Posts approved under Medical . 

Applications to Chief iaedniatechive Officer, 
House, Carisbrooke, I.W. 

ISLEWORTH. WEST MIDDLESEX HOSPITAL. South 
WEST MIDDLESEX HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
OFFICER required for Geriatric Unit. Resident, full-time. 

Applications, stating age, nationality, qualifications and 

experience, with copies of up to 3 recent testimonials, to Group 
Secretary, West Middlesex Hospital, Isleworth, Middlesex, 
by 10th January, 1953. 
ISLEWORTH. WEST MIDDLESEX HOSPITAL. South 
WEST MIDDLESEX HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
OFFICER (Anesthetist), second or third post, required in 
Department of Anesthesia. Hospital recognised for purpose 
of D.A. qualification. Resident or non-resident. 

Applications, stating age, nationality, qualifications and 

experience, with copies of up to 3 testimonials, to Group 
Secretary, West Middlesex Hospital, Isleworth, Middlesex, by 
12th January, 1953. 
KIDDERMINSTER AND DISTRICT GENERAL HOS- 
PITAL. (Recognised Hospital for Pre-registration Service.) 
2 RESIDENT HOUSE SURGEONS required immediately for 
this acute General Hospital. Posts vacant 15th February. 

Applications, with the names of 3 referees, to Hospital 

Secretary. 
LANCASTER MOOR HOSPITAL, Lancaster. (Regional 
Mental Hospital—3000 Beds.) Applications are invited for the 
post of JUNIOR HOSPITAL MEDICAL OFFICER (Male or 
Female). Preference given to candidates who have held house 
appointments at general] hospitals. Modern methods of investiga- 
tion and treatment carried out. Outpatient Clinics (3) staffed 
from the Hospital. Salary £700 p.a.—£50-£1000 p.a. with 
appropriate deductions for residential amenities for single 
person ; unfurnished house available for married man and 
family. Post subject to National Health Service (Superannuation ) 
Regulations, 1950, and the passing of a medical examination. 

Applications, stating age, qualifications and experience, with 
names of 2 referees, to be sent to the Medical Superintendent. 
LEAMINGTON SPA. WARNEFORD GENERAL HOS- 
PITAL. (207 Beds.) SOUTH WARWICKSHIRE HOSPITAL GROUP 
(No. 14). HOUSE SURGEON (first post) required General 
Surgery. Salary £350 p.a., less £100 residential emoluments; 
terms and conditions of service in accordance with those 
prescribed for hospital medical and dental staffs. 

Apply as soon as possible to the Hospital Secretary. 
LEICESTER ROYAL INFIRMARY. Leicester Regional 
CENTRE FOR RADIOTHERAPY. Applications are invited for the 
resident post of SENIOR HOUSE OFFICER (radiotherapy) 
or REGISTRAR if in possession of Part I of the D.M.R.T., 
vacant Ist February. 

Candidates should stage age, nationality, qualifications and 
submit copies of 3 recent testimonials, to Secretary, Leicester 
No. 1 Hospital Management Committee, 38a, East Bond- street, 
Leicester. 
LEICESTER ROYAL INFIRMARY. Sheffield Regional 
HOSPITAL BOARD. Applications are invited from registered 
medical practitioners for the non-resident whole-time post of 
a GISTRAR (radiology —diagnostic) to the above Hospital. 

vandidates should possess Part I of the D.M.R. The appoint- 
ment is for 1 year in the first instance, and may be renewed 
for a further year. 

Applications, giving age, nationality, qualifications, present 
and previous appointments with dates, together with names 
and addresses of 3 referees, should be sent to the Secretary 
Sheffield Regional Hospital Board, Fulwood House, Old F ulwood- 
road, Shetheld, 10, to arrive not later than 19th January, 1953. 


LEICESTER ROYAL INFIRMARY. Applications are 
invited for the post of SENIOR HOUSE OFFICER (Casualty 
Department), immediate vacancy. The post gives opportunity 
for study for Final examination for Fellowship. 

Applications, with copies of 3 testimonials, forthwith, to 
Secretary, Leicester No. 1 Hospital Management Committee, 
38a, East Bond-street, Leicester. 
LEEDS A GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited from registered medical 
practitioners for the appointment of SENIOR HOUSE OFFICER 
(anesthetics) for duties mainly at St. James’s Hospital. The 
appointment, now vacant, will be for a period of 1 year, and 
the salary will be in accordance with the agreed terms and 
conditions of service of hospital medical and dental staffs 

namely, £670 p.a., with an appropriate deduction in respect 
of board, lodging, and other services provided. 

Applications, stating age, qualifications, experience, &c 


Clatterford 





” 
together with the names of 2 referees, to be forwarded to the 


undersigned as soon as possible. 
J. FOLKARD, Secretary to the Committee. 
Administrative Offices, St. James’s Hospital, Leeds, 9. 
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LEEDS REGIONAL HOSPITAL BOARD invites applica- 
tions for the following SENIOR REGISTRAR posts :— 
Anesthetics 

Hull A Group with additional duties as required in the Hull B 
and East Riding Groups (non-resident). 

General Surgery 

The first vear of the appointment will be tenable at the General 
Infirmary at Leeds, and subject to satisfactory progress further 
training will be arranged in general and special surgery either 
at the Teaching Hospital or at Regional Hospitals in Leeds, 
Bradford, or Hull. 

Infectious Diseases 

seacroft Hospital, Leeds (resident). 
in infectious diseases essential. 
Orthopedic Surgery (Senior Registrar or Registrar according to 
en a and experience ) 

Hull Royal Infirmary. The person appointed will be expected 
to spend part of his time in casualty duties. 

Psychiatr 

(a) Sealebor Park Hospital, Burley-in-Wharfedale, near 
Leeds. The Hospital has 289 Beds and admits 300-400 cases each 
year to free amenity and private beds. All modern forms of 
treatment are in operation. 

(b) Stanley Royd Hospital, Wakefield (2000 Beds). 
modation for a single person is available. 

It is anticipated that the successful candidates will under- 
take 2 clinical sessions (which may include research) in associa- 
tion with the Department of Psye hiatry of the University of 
Leeds. Candidates must hold the D.P.M. or equivalent 
qualifications. 

Radiology 

Huddersfield and Halifax Groups (non-resident ). 

Applications, stating age, qualifications and details of present 

and previous appointments with dates, together with the names 
of 3 referees, should be forwarded to the Secretary, Joint 
Registrars Committee, Park-parade, Harrogate, not later than 
23rd January, 1953. 
LEEDS REGIONAL HOSPITAL BOARD. Short-term 
LOCUM TENENS appointments in the Registrar grade are 
constantly available at hospitals in the area of the Board, 
partic ularly in the specialties of General Medicine and General 
Surgery. 

Suitably experienced practitioners interested in such appoint- 

ments are invited to communicate with the Secretary, Joint 
Registrars Committee, Park-parade, Harrogate. 
LEEDS REGIONAL HOSPITAL BOARD invites appli- 
cations from recent graduates with at least 1 years experience 
in hospital work for 2 posts in the SENIOR HOUSE OFFICER 
grade providing a course of training in Pathology (morbid 
anatomy, chemical pathology, bacteriology and hematology) 
at the Leeds Medical School for those who wish to equip them- 
selves for work as Registrars in the Pathological Service. The 
posts will be tenable normally for 2 years, subject to satisfactory 
progress, and the successful applicants will be expected to take 
up duty on or about Ist February, 1953. 

Applications, stating age, qualifications, and details of present 

and previous appointments with dates, together with the names 
of 3 referees, should be forwarded to the Secretary, Park-parade, 
Harrogate, not later than 17th January, 1953. 
LEEDS, 9. ST. JAMES’S HOSPITAL. Leeds A Group 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
from registered medical practitioners for the appointment of 
SENIOR HOUSE OFFICER (genito-urinary surgery) at the 
above Hospital. The person appointed will attend the Cysto- 
scopic Clinic at the above Hospital and the Outpatient Clinic 
at the Teaching Hospital. The appointment will be for a period 
of 1 year and the salary will be in accordance with the agreed 
terms and conditions of service of hospital medica] and dental 
staffs—namely, £670 p.a., with an appropriate deduction in 
respect of board, lodging, and other services provided. 

Applications, stating age, qualifications, experience, &c., 
together with the names of 2 referees, to be forwarded to the 
undersigned as soon as possible. 

J. FOLKARD, Secretary to the Committee. 
Administrative Offices, St. James’s Hospital, Leeds, 9. 


LEEDS. UNITED LEEDS HOSPITALS. Applications 
are invited for the post of PACDIATRIC REGISTRAR to the 
Professorial Unit at the General Infirmary at Leeds. The 
appointment which is non-resident will be for a period of 1 
year in the first instance. 

Applications, stating age, sex, qualifications and previous 

posts, with dates, to be forwarded to the Medical Secretary, 
Joint Registrars Committee, The Medical School, Leeds, 1, 
not later than 10th January, 1953. 
LEIGH INFIRMARY, Leigh, Lancs. (102 Beds.) Casualty 
OFFICER (Male or Female) required at the above Hospital. 
House Officer grade post, ——— d for the F.R.C.S. examina- 
tions. Post vacant 14th January. 

Applications, stating age, qualifications, &c., together with 

the names of 2 referees, should be received by the Secretary, 
Wigan and Leigh Hospital Management Committee, Knowsley 
House, Wigan, as early as possible. 
LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS. 
Applications are invited for a temporary post as REGISTRAR 
in Gyneecology with duties at present at the Women’s Hospital 
and the Liverpool Stanley Hospital for the period to 30th 
September, 1953. 

Apply by 17th January, 1953, on forms obtainable from 

A. V. J. Htnpbs, Secretary, The United Liverpool Hospitals, 
80, Rodney-street, Liverpool, 1. 
LOUTH, LINCS. COUNTY INFIRMARY. (200 Beds.) 
Applications are invited for the post of RESIDENT HOUSE 
OFFICER which is now vacant at this General Hospital. Duties 
include obstetrics and gyneecology. A deduction of £100 p.a. will 
be made for residential emoluments. 

Applications, giving full particulars, together with names of 
2 referees, to be addressed to the Hospital Secretary. 


Previous experience 


Accom- 
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LINCOLN. COUNTY HOSPITAL. Sheffield Regional 
HOSPITAL BOARD. Applications are invited from registered 
medical practitioners for the resident whole-time post of 
SURGICAL REGISTRAR to the above Hospital, which is a 
recognised training hospital for the F.R.C.S. The appointment 
is for 1 year in the first instance and may be renewed for a 
further year. 

Applications, giving age, nationality, qualifications, present 
and previous appointments with dates, together with names 
and addresses of 3 referees, should be sent to the Secretary, 
Sheftield Regional Hospital Board, Fulwood House, Old Fulwood- 
road, Sheffield, 10, to arrive not later than 12th January, 1953. 
LLANELLY HOSPITAL. (164 Beds.) Glantawe Hospital 
MANAGEMENT COMMITTEE. Applications are invited from 
registered medical practitioners for the resident appointment 
of JUNIOR HOSPITAL MEDICAL OFFICER in the Surgical 
Unit at the above Hospital, either on the permanent staff or as 
a Locum Tenens until a permanent appointment has been made. 

Applications, stating age, experience and qualifications, 
with the names of 3 referees, should be forwarded to 

O. C. HOWELLS, Secretary, 
Glantawe Hospital Management Committee. 

Swansea Hospital, St. Helen’s-road, Swansea. 
MAIDSTONE. PRESTON HALL HOSPITAL, British 
LEGION VILLAGE, MAIDSTONE, KENT. Applications are invited for 
the appointment of SENIOR HOUSE OFFICER. Salary 
£670 p.a., national scale and conditions. The Sanatorium 
contains 330 Beds for the treatment of pulmonary tuberculosis, 
All modern forms of treatment are carried out, including major 
thoracic surgery. 

Applications, stating age, qualifications, and names of 2 
referees, to be sent by not later than 30th January, to— 

A. A. HOWICK, Secretary to the Management Committee. 


MAIDSTONE. WEST KENT GENERAL HOSPITAL. 
(135 Beds.) MID-KENT HOSPITAL MANAGEMENT COMMITTEE 
GROUP 13. Applications are invited for the appointment of 
HOUSE SURGEON at the above Hospital. R practitioners 
holding first House Officer posts may apply. 6 months appoint- 
ment. Salary at the rate of £350, £400, or £450, according 
to experience. A deduction at the rate of £100 a year is made 
in respect of board and lodging and other services provided. 

Applications should be forwarded as soon as possible to the 
Administrative Officer at the Hospital. 

MANCHESTER. WEST MANCHESTER HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited from 
registered medical practitioners for the following posts : 

Park Hospital Davyhulme (General Hospital—426 Beds) 

SENIOR HOUSE OFFICER (anesthetics), vacant 31st 
January, 1953. The Hospital is recognised by the Conjoint 
Board for training for the Diploma in Anesthetics. 

2 HOUSE OFFICERS (general surgery). 1 post vacant 
10th January, 1953, the other at the end of January, 1953. 

OUSE OFFICER (obstetrics), vacant early February, 1953. 

HOUSE OFFICER (non-tuberculous thoracic surgery) for 
Manchester Regional Hospital Board Centre. Now vacant. 

HOUSE OFFICER (general surgery) with some duties in 
E.N.T. work. Now vacant. 

The 2 House Officer (general surgery) posts are recognised for 
training for the F.R.C.S. examination and the House Officer 
(obstetrics) post is recognised for training for the M.R.C.O.G. 
and D.Obst.R.C.0.G. examinations. 

Vacancies occur periodically in the various departments at 
Park Hospital and House Officers are eligible for appointment to 
another specialty at the end of the original term of service when 
such vacancies occur. 

Eccles and Patricroft Hospital! (General Hospital—72 


Beds) 

SENIOR HOUSE OFFICER. Now vacant. 

HOUSE OFFICER. Now vacant. 

The work of the Hospital is mainly surgical and there is a busy 
Outpatient Department. 

Salaries for House Officer posts £350—-£450 p.a., according 
to experience, plus £50 p.a. for House Officer post Eccles and 
Patricroft Hospital. £100 p.a. deduction for residential accom- 
modation and services. 6 months appointments. The Senior 
House Officer appointments will be for 12 months at a salary of 
£670 p.a., less £130 p.a. (Eccles and Patricroft); £155 p.a. (Park 
Hospital), for residential accommodation and services. 

Application forms from the Secretary, Park Hospital, Davy- 
hulme, Manchester. 


MANCHESTER. UNITED MANCHESTER HOSPITALS. 
MANCHESTER ROYAL INFIRMARY, MANCHESTER, 13. SENIOR 
SURGICAL HOUSE OFFICER, to commence on 10th March, 
1953. Whole-time training post. The Officer will reside at 
Barnes Recovery Hospital, acting as Senior Surgical Resident 
there, and undertake duties at the Manchester Royal Infirmary 
in General Surgical Units, Orthopeedic and Surgical Outpatients 
Departments in rotation. Appointment for 6 months, renewable 
for a second 6 months at a salary of £670 p.a., with a deduction 
of £130 p.a. for residence. 

Applications to be made on forms obtainable from the under- 
signed and to be returned not later than 24th January, 1953. 

G. H. TaYLor, Secretary. 

MANCHESTER REGIONAL HOSPITAL BOARD. LAN- 
CASTER MOOR HOSPITAL, LANCASTER. (Regional Mental Hospital 
—3000 Beds.) Applications are invited for the post of 
REGISTRAR in Psychiatry (Male or Female). Preference 
given to candidates who have held house appointments at general 
hospitals. Modern methods of investigation and treatment 
carried out. Outpatient Clinics (3) staffed from the Hospital. 
Salary £775 p.a. (Ist year) ; £890 p.a. (2nd year), with appro- 
priate deductions for residential amenities for single persons ; 
furnished or unfurnished flat available for married person. 
Post subject to National Health Service (Superannuation) 
Regulations, 1950-52, and the passing of a medical examination. 

Applications, stating age, qualifications and experience, 
= names of 2 referees, to be sent to the Medica] Superin- 

ndent. 








MANCHESTER REGIONAL HOSPITAL BOARD. North 
AND MID-CHESHIRE GROUP OF HOSPITALS. ALTRINCHAM GENERAL 
HOSPITAL AND ANNEXE, near MANCHESTER. (130 Beds—Recog- 
nised under F.R.C.S. regulations.) Applications are invited for 
the post of RESIDENT SURGICAL REGISTRAR, to com- 
mence Ist February, 1953. This appointment, in a busv general 
hospital staffed by Manchester Consultants, offers excellent 
opportunity of practical surgical experience to suitably qualified 
candidates. 

Applications, together with 2 recent testimonials, to be sent 

to Secretary, North and Mid-Cheshire Hospital Management 
Committee, Sinderland-road, Altrincham, Cbeshire, before 
16th January, 1953. 
MAIDENHEAD HOSPITAL, St. Luke’s-road, Maiden- 
HEAD. Applications are invited for the post of HOUSE SUR- 
GEON to the Accident Department. Post now vacant. Salary 
authorised at £50 p.a. higher than the standard rate. 

Applications, stating age, qualifications and experience, 

together with copies of testimonials, should be sent to the 
Hospital Secretary immediately. 
MANSFIELD. KINQG’S MILL HOSPITAL. Sheffield 
REGIONAL HOSPITAL BOARD. Applications are invited from 
registered medical practitioners for the resident or non-resident 
whole-time post of REGISTRAR (pathology) to the above 
Hospital, where there is a group laboratory serving not only the 
Mansfield Group of hospitals but also certain other hospitals 
in the Area. The appointment is for 1 year in the first instance 
and may be renewed for a further year. 

Applications, giving age, nationality, qualifications, present 
and previous appointments witb dates, together with names 
and addresses of 3 referees, should be sent to the Secretary, 
Sheffield Regional Hospital Board, Fulwood House, Old Fulwood- 
road, Sheffield, 10, to arrive not later than 12th January, 1953. 
NEWCASTLE GENERAL HOSPITAL. (862 Beds.) 
NEWCASTLE UPON TYNE HOSPITAL MANAGEMENT COMMITTEE. 
The following resident posts become vacant on Ist February, 
1953. Some undergraduate teaching is conducted in most 
departments of the Hospital. 

HOUSE PHYSICIANS (General Medical Wards). 
HOUSE PHYSICIAN (Cardiovascular Department) 
HOUSE PHYSICIAN (Chest. Unit). 

HOUSE PHYSICIANS (Neurosurgical Unit). 
HOUSE SURGEONS (General Surgical Wards). 
HOUSE SURGEON (Casualty Department). 
HOUSE SURGEON (Orthopedic Department). 
HOUSE PHYSICIAN (Geriatric Department). 

1 HOUSE PHYSICIAN (Childrén’s Department). This 
department is actively associated with and shares staff with the 
Department of Child Health of Durham University, and the 
post offers exceptional opportunities for gaining experience in 
many aspects of peediatrics. 

Forms of application, obtainable from the Secretary, Newcastle 
General Hospital, Westgate-road, Newcastle upon Tyne, 4, 
should be returned with 1 copy of 2 recent testimonials by 
14th January, 1953. 

NEWCASTLE GENERAL HOSPITAL. (862 Eeds.) 
NEWCASTLE UPON TYNE HOSPITAL MANAGEMENT COMMITTEE. 
DEPARTMENT OF OBSTETRICS AND GYNASCOLOGY. 

OBSTETRICAL HOUSE SURGEON (70 Beds). 

GYNXCOLOGICAL HOUSE SURGEON (30 Beds). 

The above resident posts become vacant on Ist February, 1953. 
Consideration may be given to the possibility of alternating these 
posts. The department is recognised for the Diploma of 
M.R.C.O.G., and D.Obst.R.C.0.G., and undertakes the training 
of medical students in the University of Durhayn. 

Forms of application, obtainable from the Secretary, Newcastle 
General Hospital, Westgate-road, Newcastle upon Tyne, 4, 
should be returned with 1 copy of 2 recent testimonials by 
14th January, 1953. e 
NEWCASTLE GENERAL HOSPITAL. (862 Beds.) 
NEWCASTLE UPON TYNE HOSPITAL MANAGEMENT COMMITTEE. 
SENIOR HOUSE OFFICER (general medicine). The above 
resident (or non-resident) post, tenable for 6 months, becoming 
vacant immediately. The successful candidate will have 
opportunity for clinical experience in inpatient and outpatient 
work, including a diabetic clinic, under the direction of the Head 
of the Department. ; 

Applications, with 1 copy of 2 testimonials, should be sent 

to the Secretary, Newcastle General Hospital, Westgate-road, 
Newcastle upon Tyne, 4, as soon as possible. 
NEWCASTLE REGIONAL HOSPITAL BOARD. Cleve- 
LAND HOSPITAL MANAGEMENT COMMITTEE. REGISTRAR 
PADIATRICIAN (whole-time) resident at the Children’s 
Hospital, Stockton-on-Tees (74 Beds). Well furnished married 
quarters available. Appointment up to 3lst August, 1954, in 
the first instance and may be renewed for a further year. Salary 
£775-£890. 

Applications, together with names and addresses of 3 referees 
(preferably), or 3 testimonials, to be sent to the Senior 
Administrative Medical Officer, ‘* Blythswood South,’”’ Osborne- 
road, Newcastle upon Tyne, 2, within 14 days. 


NEWCASTLE REGIONAL HOSPITAL BOARD. Regional 
PLASTIC SURGERY SERVICE. SENIOR SURGICAL REGISTRAR 
(whole-time) required for the above service. Appointment up 
to 3lst August, 1954, in the first instance, and thereafter will 
be subject to review from year to year. The appointee will be 
required to undertake duties in hospitals throughout the Region, 
and to reside near Newcastle or Shotley Bridge. Candidates 
must possess a higher surgical qualification and should preferably 
have had some previous experience in plastic surgery. Salary 
scale £1000-£1300. Further particulars may be obtained from 
the Senior Plastic Surgeon, Shotley Bridge General Hospital, 
Shotley Bridge, co. Durham. 

Applications, together with names and addresses of referees 
(preferably), or testimonials to a total of 3, to be sent to the 
Senior Administrative Medical Officer, ‘‘ Blythswood Soutb,”’ 
Osborne-road, Newcastle upon Tyne, 2, within 14 days. 
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NEWCASTLE REGIONAL HOSPITAL BOARD. South 
WEST DURHAM HOSPITAL MANAGEMENT COMMITTEE. REGIS- 
TRAR PHYSICIAN (whole-time) required at the General 
Hospital, Bishop Auckland, up to 31st August, 1954, in the first 
instance. Married or single accommodation available. Salary 
scale £775—£890. 

Applications, together with names and addresses of referees 
(preferably), or testimonials to a total of 3, to be sent to the 
Senior Administrative Medical Officer, ‘‘ Blythswood South,” 
Osborne-road, Newcastle upon Tyne, 2, within 14 days. 
NEWCASTLE. THE UNITED NEWCASTLE UPON 
TYNE HOSPITALS. Applications are invited for the appointment 
of SENIOR HOUSE OFFICER to the Department of Gyne- 
cology and Obstetrics. The appointment, which is for 1 year at 
the salary of £670 p.a., subject to the usual deductions, is 
residential at the Princess Mary Maternity Hospital. 

Applications, giving full details, and the names and addresses 
of 3 referees, should be sent to the undersigned immediately. 

. W. SANDERSON, House Governor and Secretary. 

Royal Victoria Infirmary, Newcastle upon Tyne. 
NEWPORT, I.W. ST. MARY’S HOSPITAL. Casualty 
OFFICER (Senior House Officer), vacant now. Salary £670, 
less £130 for accommodation and services. 

Applications to Chief Administrative Officer, Clatterford 
House, Carisbrooke, I.W., with copy testimonials. 


NUNEATON. GEORGE ELIOT HOSPITAL. (289 
Beds. ) PA.DIATRIC HOUSE PHYSICIAN required (35 


Beds), vacant 23rd January, 1953. Post recognised for D.C.H. 
and includes supervision of babies in the maternity ward. 
Approved as pre-registration appointment. 

Applications to the Medical Superintendent. 
NOTTINGHAM. THE HOGARTH RADIOTHERA- 
PEUTIC CENTRE AT THE NOTTINGHAM GENERAL HOSPITAL. Appli- 
cations are invited from registered medical practitioners for the 
appointment as SENIOR HOUSE OFFICER for the Hogarth 
Radiotherapeutic Centre at the Nottingham General Hospital. 
The appointment is for 12 months in the first instance. Salary 
and conditions of service in accordance with the terms issued 
by the Ministry of Health. The position is one which would appeal 
to medical practitioners wishing to specialise in Radiotherapy 
and will include full opportunities for acquiring the necessary 
clinical experience for the Diploma of Radiotherapy. In associa- 
tion with the University of Nottingham, the Centre is recognised 
for instruction in Part I and II for the Diploma of the Royal 
Colleges, England. Applications from R practitioners cannot 
be considered unless they are ineligible for H.M. Forces. 

Applications, with copies of not more than 3 recent testi- 
monials, to be sent to the undersigned as soon as Sa. 

HENRY M. STANLEY, Secretar 
Nottingham No. 1 Hospital Siacdamenent % Jommittee. 


NOTTINGHAM AND MIDLAND EYE INFIRMARY. 
HOUSE SURGEON (resident) required at the above Infirmary. 
Salary and conditions of service in accordance with the published 
conditions of the Ministry of Health. Duties to commence 
immediately. This post is recognised for the D.O.M.S 
examination. 

Applications, stating age, qualifications, and experience, 
together with copies of testimonials, to be sent to- 

H. M. STANLEY, Secretary, 
Nottingham No. 1 Hospital Management Committee. 

General Hospital, Nottingham. 

NOTTINGHAM. CITY HOSPITAL. (821 Beds.) Appli- 
cations are invited for the post of SENIOR HOUSE OFFICER 
to the Department of Thoracic Surgery. Post vacant 15th 
March, 1953. Salary £670 p.a., less £130 p.a. for residential 
emoluments. The appointment will be for 1 year. 

Applications, stating age, nationality, qualifications, and 

experience, together with copies of not more than 3 testimonials, 
to be submitted immediately to the Hospital Secretary, City 
Hospital, Hucknall-road, Nottingham. 
NOTTINGHAM. CITY HOSPITAL. (821 Beds.) Applica- 
tions are invited for the post of SENIOR HOUSE OFFICER 
(general surgery). The post is approved for F.R.C.S. Salary 
£670 p.a., less £130 p.a. for residential emoluments. The 
appointment is for 1 year. Post vacant 3rd February, 1953. 

Applications, stating age, nationality, qualifications and 

experience, together with copies of not more than 3 testimonials, 
to be submitted imme diately to the Hospital Secretary, City 
Hospital, Hucknall-road, Nottingham. 
NOTTINGHAM GENERAL HOSPITAL. Applications 
are invited from registered medical practitioners for the post of 
RESIDENT SENIOR HOUSE OFFICER for the Casualty 
Department. Salary (less £150 emoluments) and conditions of 
service in accordance with those laid down by the Ministry ; 
duties to commence as soon as possible. 

Applications, stating age, qualifications and experience, 
together with copies of testimonials, to be sent to 

General Hospital, Nottingham. HENRY M. STANLEY. 


NOTTINGHAM GENERAL HOSPITAL. Required, 
RESIDENT HOUSE PHYSICIAN (Male or Female) for the 
above Hospital ; duties to commence as soon as possible. 
Salary and conditions of service in accordance with published 
regulations of the Ministry of Health. If held by R_ practi- 
tioner the appointment will be for a period of 6 months. 
Applications, stating age, qualifications and experience, 
together with copies of testimonials, to be sent to— 
HENRY M. STANLEY, Group Secretary. 
NOTTINGHAM GENERAL HOSPITAL. Required, 
RESIDENT HOUSE PHYSICIAN (Male or Female) for the 
above Hospital ; duties to commence on or about 14th January, 
1953. Salary and conditions of service in accordance with 
published regulations of the Ministry of Health. If held by 
R practitioner the appointment will be for a period of 6 months. 
Applications, stating age, qualifications and experience, 
together with copies of testimonials, to be sent to— 
IENRY M. STANLEY, Secretary. 
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NOTTINGHAM GENERAL HOSPITAL. Resident House 
SURGEON required (Male or Female) for the above Hospital ; 
duties to commence as soon as possible. Salary and conditions 
of service in accordance with published "regulations. If held 
by R practitioner the appointment will be for a period of 6 
months. 
Applications, stating age, qualifications, and experience, 
together with copies of testimonials, to be sent to 
Henry M. STANLEY, Secretary. 
PERTH. COUNTY AND CITY OF PERTH GENERAL 
HOSPITALS. The following House Officer posts will fall vacant 
on Ist February, 1953 :— 
HOUSE SURGEON (gyneecology), Bridge of Earn Hospital. 
HOUSE SU RGEON (Casualty Department), Perth Royal 
Infirmary 
HOUSE SU i'RGEON (Special Departments—mainly E.N.T. 
and ophthalmology), Perth Royal Infirmary. 
SENIOR aco SURGEON ({E.N.T.), Bridge of Earn 
Hospital. 
*3 HOUSE SURGEONS (Fracture and Orthopedic Unit), 
Bridge of Earn Hospital. 
*3 SENIOR HOUSE SURGEONS (Fracture and Ortho- 
peedic Unit), Bridge of Earn Hospital. 
*2 HOUSE SURGEONS (General Surgical Wards), Perth 
Royal Infirmary. 
*3 HOUSE SURGEONS (General Surgical Unit), Bridge of 
Earn Hospital. 
*These posts are recognised by the Royal College of Surgeons 
under F.R.C.S. regulations. 
Applications should be submitted to the Medical Superin- 
tendent, County and City of Perth General Hospitals, Perth 
Royal Infirmary, Perth. 


PLYMOUTH CLINICAL AREA. The Board of Governors 
OF THE UNITED BRISTOL HOSPITALS AND THE SOUTH-WESTERN 
REGIONAL HOSPITAL BOARD. Applications are invited by the 
above Boards from registered medical practitioners for the 
joint appointment of REGISTRARin Orthopedic and Traumatic 
Surgery. Candidates should have had previous experience in 
orthopedic and traumatic surgery. The appointment will be 
held for 1 year in the first instance, and be renewable for a 
further year. During the first year, the successful applicant will 
be required to work mainly at Mount Gold Orthopes ic Hospital, 
and the Traumatic Centre at the General Hospitals, Plymouth. 

Applications (12 copies), stating date of birth, qualifications, 
and experience, together with 12 copies of 2 testimonials, and the 
names and addresses of 2 referees, should be sent to the Secretar 
of the Regional Hospital Board, 27, Tyndalls Park-road, 
Bristol, 8, not later than 17th January, 1953. 


PLYMOUTH. SOUTH DEVON AND EAST CORNWALL 
HOSPITAL. Applications are invited from registered medical 
practitioners for the appointments of :— 

(1) — SURGEON, Devonport Section, vacant 3rd 


March, 

(2 HOUSE SURGEONS, Greenbank Road Section, vacant 
13th Sv h, 8th April, 1953, recognised for the Fellowship of the 
Royal College of Surgeons. 

(3) SENIOR HOUSE OFFICER in Surgery, Greenbank 
Road Section, vacant 13th March, 1953, recognised for the 
Fellowship of the Royal College of Surgeons. 

(4) SENIOR HOUSE OFFICER in Casualty and Fracture 
De partment, Greenbank Road Section, vacant 3lst January, 
1953. 

(5) HOUSE SURGEON, Freedom Fields Section, vacant 
22nd February, 1953, recognised for the Fellowship of the 
Royal College of Surgeons. 

(6) SENIOR HOUSE OFFICER in Anesthetics, Freedom 
Fields Section, vacant immediately, for a period of 12 months. 

(7) HOU SE PHYSICIAN, Freedom Fields Section, vacant 
ist March, 1953. 

(8) RE SIDENT ANES THETIST, Gree iw Road Section, 
vacant 3lst March, 1953, recognised for the D.A 

Applications, stating age, nationality, qualifications and 
experience, with the names of 3 referees, to be sent to the 
undersigned as soon as possible. 

ARTHUR R. CasH, Group Secretary. 

7, Nelson-gardens, Devonport. 

POOLE GENERAL HOSPITAL, Poole, Dorset. Bourne- 
MOUTH AND EAST DORSET HOSPITAL MANAGEMENT COMMITTEE. 
HOUSE SURGEON required immediately. The Hospital 
is recognised for the F.R.C.S. and F.R.C.S.E. 

Applications to the Hospital Secretary at the Hospital. 
PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the following appoint- 
ments :— 

Saint Mary’s Hospital (general hospital with 150 acute 
surgical beds and 74 ac - medical beds which is 
recognised for the F.R.C.S 

1 = on HOUSE PHY SiCTAN, vacant 26th February, 


3 HOU SE PHY SOLAN, vacant 7th and 3lst January, 
and 6th February, 1953 
3 HOUSE SURGEONS, vacant 28th January, and 3rd and 
15th February, 1953. 
Royal Portsmouth Hospital (60 medical and 70 surgical 
beds) 
1 HOUSE PHYSICIAN, vacant 3lst January, 1953. 
1 HOUSE SURGEON, vacant 16th February, 1953. 
Applications, stating age, experience and qualifications and 
names of 2 referees, should be submitted as soon as possible to— 
35, Grove-road South, Southsea. — E. H. HURST. — 





COMMITTEE. QUEEN ALEXANDRA HOSPITAL. Applications are 
invited for the appointment of SENIOR HOUSE PHYSICIAN, 
vacant now (62 medical beds). 
Applications, stating age, experience, and qualifications, and 
names of 2 referees, should be submitted as soon as possible to— 
85, Grove-road South, Southsea. i. H. HURST 
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PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTEE. ROYAL PORTSMOUTH HOSPITAL. Applications are 
invited for the appointment of HOUSE SURGEON, vacant 
now (70 surgical beds). 

Applications, stating age, experience, and qualifications, and 
names of 2 referees, should be submitted as soon as eo to— 
35, Grove-road South, Southsea. . HURST. 
PORTSMOUTH GROUP HOSPITAL WAMAGEIMENTT 
COMMITTEE. Applications are invited for the post of RESI- 
DENT ANZASTHETIC SENIOR HOUSE OFFICER. Duties 

will be mainly at Queen Alexandra Hospital, Cosham. 

Applications, stating age, em, and qualifications, 
should be submitted to E. Hurs 

35, Grove-road South, MR ny 
PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
p= rang Applications are invited for the following appoint- 
ments :— 

Saint Mary’s Hospital (773 Beds) 

PADIATRIC HOUSE PHYSICIAN, vacant 12th January, 
1953. There is a Pediatric Unit of 53 Be ds, together with 
responsibility for 60 neonatal cots, - the post is recognised for 
candidates preparing for the D.C.E 

hest Services (160 Beds) 

HOUSE PHYSICIAN, vacant now. 

Applications, stating age, experience, and qualifications, 
and names of 2 referees, should be submitted as soon as possible 
to E. H. Hurst. 

35, Grove-road South, Southsea. 

PORTSMOUTH. ROYAL PORTSMOUTH HOSPITAL. 
SOUTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD. 
PORTSMOUTH GROUP HOSPITAL MANAGEMENT COMMITTEE. Appli- 
cations are invited for the following post vacant on 3rd March, 
1953 : ANAZSSTHETIC REGISTRAR at the above Hospital. 

Forms of application may be obtained from the Secretary, 
Portsmouth Group Hospital Management Committee, 35, Grove- 
road South, Southsea, which should be returned to him duly 
completed on or before 16th January, 1953. Canvassing will 
disqualify. Candidates may visit the above Hospital by arrange- 
ment with the Secretary of the Group. 
PENZANCE. WEST CORNWALL HOSPITAL. 
—100 Beds.) WEST CORNWALL HOSPITAL MANAGEMENT GOM- 
MITTEE. Applications are invited from registered medical 
practitioners for the post of CASUALTY HOUSE SURGEON. 
Post now vacant. 

Applications, stating age, nationality, qualifications, and 

experience, and enclosing copies of 2 recent testimonials, should 
be forwarded to the Hospital Secre tary, West Cornwall Hospital, 
Penzance. 
READING. ROYAL BERKSHIRE HOSPITAL (403 
Beds) and BATTLE HOSPITAL (340 Beds). Applications are 
invited from registered medical practitioners for the posts of 
2 RESIDENT HOUSE SURGEONS (Accident and Orthopsedic 
Department), vacant Ist February, 1953, for a period of 6 
months. Also casualty duties. 

Apply, stating age, nationality, qualifications with dates, 
present post, together with copies of 3 recent testimonials, to 
Hospital Assistant Secretary, Royal Berkshire Hospital. 


READING. ROYAL BERKSHIRE HOSPITAL. (403 
Beds.) Applications are invited from registered medical practi- 
tioners for the appointments of 2 RESIDENT ANASSTHETISTS 
vacant now and Ist February, 1953, for a period of 6 months. 
Salary £400 or £450, less £100 for emolument. Recognised 
post for taking D.A. 

Applications, stating age, qualifications witb dates, nationality, 

present post, together with copies of 3 recent testimonials, to 
Hospital Assistant Secretary. 
ROCHDALE AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. Chest Diseases. JUNIOR HOSPITAL 
MEDICAL OFFICER required now for work in Sanatoria and 
Chest Clinics. Resident appointment for 1 year. 

Apply at once to— 

7 S$. HODKINSON, Group Secretary, Birch Hill Hospital. 
ROCHDALE. BIRCH HILL HOSPITAL. (General 956 
Beds, Obstetrics 58 Beds.) ROCHDALE AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE. Application: are invited for the 
appointment of SENIOR HOUSE OFFICER (obstetrics and 
gynecology) now vacant. The post is for 12 ——— in the 
first instance and is recognised for the D.Q@bst.R.C. 

Applications to the Group Secretary, Birch Hil ‘iospital, 
Rochdale, at once. 

ROCHDALE INFIRMARY. Rochdale and District Hos- 
PITAL MANAGEMENT COMMITTEE. HOUSE PHYSICIAN. 

Apply at once to the Group Secretary, Birch Hill Hospital, 

Rochdale. 
ROCHFORD, ESSEX. GENERAL HOSPITAL. (603 
Beds.) Applications are invited for the post of Temporary 
RESIDENT SENIOR MEDICAL REGISTRAR (Senior 
resident). The appointment is, in the first instance, for a period 
of 6 weeks, pending post of Re gistrar grade being "filled by the 
Regional Hospital Board—possibility of married accommodation 
being available. 

Applications, &c., to be sent to the undersigned not later than 
9th January, 1953 J.C. FIELD, Secretary. 

Management C ‘ommittee Offices, General Hospital, 

Rochford, Essex. 

ROCHFORD, ESSEX. GENERAL HOSPITAL. (603 
Beds.) Applications are invited for the post of Temporary 
RESIDENT SURGICAL REGISTRAR, duties to commence 
approximately 17th January, 1953. The appointment is, in the 
first instance, for a period of approximately 6 weeks pending 
the post being filled by the Regional Hospital Board—possibility 
of married accommodation being available. 

Applications, &c., to be sent to ~ undersigned not later 
than 10th January, 1953. C. FIELD, Secretary. 

Management Committee Offices, Sieuneal Hospital, 

Rochford, Essex 
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ROCHFORD,” ESSEX. GENERAL HOSPITAL. (603 
Beds.) Applications are invited for the post of RESIDENT 
HOUSE PHYSICIAN (House Officer grade), vacant Ist 
February, 1953, for a period of 6 months. 

Applications, &c., should be aa ae to the undersigned 
by 16th January, 1953. FIELD, Secretary. 

Management Committee Offices, Ge akan Hospital, 

Rochford, Essex. 

ROMFORD, ESSEX. OLDCHURCH HOSPITAL. (724 
Beds.) Applications are invited from registered medical practi- 
tioners for the post, now vacant, of HOUSE SURGEON (resi- 
dent) for duties in the Casualty and Admissions Department 
at the above Hospital. This is a large General Hospital, with 
specialised departments dealing witb all types of acute medical 
and surgical cases. The post affords -good opportunity for 
gaining tuition and experience. 

Applications should be addressed immediately to the Secretary 

of the Romford Group Hospital Management Committee, 
Oldehurch Hospital, Romford, stating age, nationality, qualifica- 
tions, experience, and 2 testimonials of recent date or names of 
2 referees. 
ROMFORD, ESSEX. RUSH GREEN HOSPITAL. (247 
Beds.) Applications are invited from registered medical practi- 
tioners (Male) for the post of RESIDENT HOUSE OFFICER 
(general surgery) at the above Hospital, vacant from 25th 
January, 1953. 6 months appointment. Post is recognised for 
’.R.C.S. 

Applications, stating age, nationality, qualifications with 

dates and experience, together with copies of 2 recent testi- 
monials or names of 2 referees, should be addressed immediately 
to the Medical Superintendent. 
ROMFORD, ESSEX. RUSH GREEN HOSPITAL. (247 
Beds.) Applications are invited from registered medical practi- 
tioners for the post of RESIDENT SENIOR HOUSE OFFICER 
(anesthetics) at the above Hospital. Good expe ‘- nee in anzgs- 
thetics for genera] surgery, gyniec ology, and E.N." Over 2200 
operations were performed in 1951. Mode rn pi ln nt. 

Applications, stating age, nationality, qualifications with 
dates, present appointment, and experience, should be forwarded 
to the Group Secretary, Romford Group Hospital Management 
Committee, Oldchurch Hospital, Romford, as soon as possible. 
Applicants may see the Hospital by arrangement with the 
Medical Superintendent. Telephone No. Romford 771 
ROMFORD, ESSEX. VICTORIA HOSPITAL. (91 Beds.) 
Applications are invited from registered medical practitioners 
(Male) for the post of RESIDENT HOUSE PHYSICIAN 
vacant from Ist March, 1953. The duties will include experience 
in gynecology. 6 months appointment. 

Applications, stating age, nationality, qualifications with 

dates, and experience, tcgether with copies of 2 recent testi- 
monials or names of 2 referees, should be sent immediately to 
the Secretary, Romford Group Hospital Management Committee, 
Oldchurch Hospital, Romford. 
ROMFORD, ESSEX. VICTORIA HOSPITAL. (91 Beds.) 
Applications are invited from registered medical practitioners 
(Male) for the post of RESIDENT HOUSE SURGEON, vacant 
from 6th March, 1953. 6 months appointment. 

Applications, stating age, nationality, qualifications with 

dates, and experie nee together with copies of 2 recent testi- 
monials or names of 2 re ferees, should be sent immediately to the 
Secretary, Romford Group Hospital Management Committee, 
Oldehurch Hospital, Romford. 
ROTHERHAM HOSPITAL, Doncaster-gate, Rotherham. 
SHEFFIELD REGIQNAL HOSPITAL BOARD. Applications are invited 
from registered medical practitioners for the restdent whole-time 
post of REGISTRAR (anesthetics) to the above Hospital, which 
is a recognised Training Hospital forthe D.A. The appointment 
is for 1 yearin the first instance, and may be renewed for a further 
year. 

Applications, giving age, nationality, qualifications, present 
and previous appointments with dates, together with names 
and addresses of 3 referees, should be sent to the Secretary, 
Sheffield Regional Hospital Board, Fulwood House, Old Fulwood- 
road, Sheffield, 10, to arrive not later than 19th January, 1953. 


SOUTH SOMERSET CLINICAL AREA. The Board of 
GOVERNORS OF THE UNITED BRISTOL HOSPITALS AND THE SOUTH- 
WESTERN REGIONAL HOSPITAL BOARD. Applications are 
invited by the above Boards from registered medical practi- 
tioners for the joint appointment of REGISTRAR in Obstetrics 
and Gynecology. Applicants should have had previous experi- 
ence in obstetrics and gynecology. The appointment will be 
held for 1 year in the first instance, and be renewable for a 
further year. During the first year, the successful candidate will 
work mainly at the Taunton and Somerset Hospital, Taunton, 
but may be required to undertake duties in other hospitals in the 
Area as circumstances require. 

Applications (12 copies), stating date of birth, qualifications 
and experience, together with 12 copies of 2 testimonials, and 
the names and addresses of 2 referees, should be sent to the 
Secretary of the Regional Hospital Board, 27, Tyndalls Park- 
road, Bristol, 8, not later than 24th January, 1953. 


SOUTHEND-ON-SEA HOSPITAL MANAGEMENT 
COMMITTEE. Required, Locum ORTHOPADIC REGISTRAR, 
for duty at General Hospitals, Southend and Rochford with 
appropriate nee memes in the Casualty Department. Post 
vacant Ist February, 1953 

Applications, accompanied by copies of recent testimonials, 
to be sent to the undersigned at ‘the General Hospital, Southend, 
as soon as possible. J. C. FIELD, Secretary. 
SOUTHEND GENERAL HOSPITAL. Senior House 
OFFICER required in Ophthalmic Department. Resident post 
vacant 19th February, 1953. 

Applications, stating age, qualifications, and experience, 
together with copies of 3 rece nt testimonials, to reach the under- 
signed not later than 14th January, 1953. 

J.C. FIELD, Secretary. 
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SOUTHEND GENERAL HOSPITAL. Applications are 
invited for the post of RESIDENT GYNACCOLOGICAL 
HOUSE SU eevee vacant 7th February, 1953. Post recog- 
nised for M.R.C. 

Applications, ty ee ” to reach the undersigned not later than 
6th January, 1953. J. C. FIELD, Secretary. 
SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for an appointment as 
Whole-time REGISTRAR in Chest Diseases to fill a vacancy 
in the approved trainee establishment at the Sidcup and Swanley 
Group of hospitals, for duty mainly at Kettlewell Hospital, 
Swanley, Kent. Candidates must have had good experience in 
general medicine and in the diagnosis and treatment of pulmonary 
tuberculosis in adults. The appointment will be in accordance 
with the terms and conditions of service of hospital medical and 
dental staffs (England and Wales), and will be for 1 year in the 
first instance. 

Applications, giving particulars of age, qualifications and 
experience, with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
Committee, South East Metropolitan Regional Hospital Board, 
11, Portland-place, W.1, not later than 17th January, 1953. 


SCUTHALL, MIDDLESEX. ST. BERNARD’S HOS- 
PITAL FOR NERVOUS AND MENTAL DISORDERS. Applications 
are invited for a post of HOUSE OFFICER. _ Facilities are 
afforded junior staff to become versed in all branches of 
psychiatry. Resident or non-resident. National Health Service 
salary and conditions. 

Applications, giving full details and copies of 3 recent testi- 
monials, should be sent to the Physician-Superintendent, within 
14 days of appearance of this advertisement. 
SOUTHAMPTON CHEST CLINIC. South West Metro- 
POLITAN REGIONAL HOSPITAL BOARD. Applications are invited 
from appropriately qualified and experienced persons for the 
post of SENIOR MEDICAL REGISTRAR to the Southampton 
Chest Clinic, and the Western Area Thoracic Unit based at the 
Southampton Chest Hospital. The successful candidate will be 
expected to devote 8/11th of his time to the former Unit and the 
remaining 3/11th to the latter. Candidates may, by arrangement, 
visit the Units if they so desire 

Forms of application, re turnable by 17th January, 1953, may 
be obtained from the Group Secretary, Southampton Group 
Hospital Management Committee, Bullar-street, Southampton. 


SOUTHAMPTON GENERAL HOSPITAL. (80 surgical 
beds.) HOUSE SURGEON (resident) required end of January. 
Post recognised for F.R.C.S. and tenable for 6 months. 

Applications, with copies of testimonials, should be forwarded 
as soon as possible to the Group Secretary, Southampton 
Group Hospital Management Committee, Bullar-street, 
Southampton. 

SOUTHAMPTON. ROYAL SOUTH HANTS HOS- 
PITAL. (280 Beds—Recognised for F.R.C.S.) HOUSE SURGEON 
(resident) required mid-January. Post tenable 6 months. 

Applications, with copies of recent testimonials, should be 

forwarded as soon as possible to the Group Secretary, South- 
ampton Group Hospital Management Committee, Bullar-street, 
Southampton. 
SOUTHAMPTON. ROYAL SOUTH HANTS HOSPITAL 
(280 Beds), AND SOUTHAMPTON GENERAL HOSPITAL (471 Beds). 
SENIOR HOUSE OFFICER (E.N.T.) required immediately. 
Post recognised for the F.R.C.S. (Eng.) and D.L.0. examinations 
and provides experience in all branches of E.N.T. work, including 
audiometry. The Group includes a diagnostic and distributing 
hearing-aid centre. 

Applications, with copies of recent testimonials, should be 

forwarded as soon as possible to the Secretary, Southampton 
Group Hospital Management Committee, Bullar-street, 
Southampton. 
SALFORD. HOPE HOSPITAL. Salford Hospital Manage- 
MENT COMMITTEE. Applications are invited for a SECOND 
RESIDENT CLINICAL PATHOLOGIST (Senior House 
Officer grade.) Salary and conditions of service in accordance 
with the National Health Service Act 

Applications, stating age, qualifications and experience, 

together with the names of 2 referees, should be addressed to the 
Superintendent, Hope Hospital, Salford, 6, to arrive as soon as 
possible after the appearance of this advertisement. 
SALFORD ROYAL HOSPITAL. (256 Beds.) Salford 
HOSPITAL MANAGEMENT COMMITTEE SENIOR HOUSE 
OFFICER, vacant Ist February, 1953. Required for the 
Urological Unit. Appointment for 12 months. Salary £670 
p.a., less £155 for board and lodging. 

Applications, with copies of 3 recent testimonials, should be 

sent immediately to the Superintendent, Salford Royal Hospital, 
Salford, 3. 
SALFORD ROYAL HOSPITAL. (256 Beds.) Salford 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
for the post of RESIDENT ANASSTHETIST (Senior House 
Officer status) vacant Ist February, 1953. Appointment for 
12 months. Post recognised for D.A. Salary £670 p.a., less 
£155"p.a. for board and lodging. 

Applications, with copies of 3 recent testimonials, should be 

sent immediately to the Superintendent, Salford Royal Hos- 
pital, Salford, 
SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited from suitably qualified medical 
practitioners for the appointment of REGISTRAR in Surgery 
based at Glasgow Royal Infirmary, which will be for 1 year in 
the first instance. The above appointment will be subject to 
the National Health Service (Scotland) superannuation regu- 
lations. 

Applications (12 copies), stating date of birth, qualifications 
and experience, and present appointment, and giving the names 
of 3 referees, should be submitted not later than 12th January, 
1953, to the Secretary, Western Regional Hospital Board, 64, 
West Regent-street, Giasgow, C.2. 





- 








SCOTLAND. NORTH-EASTERN REGIONAL HOS- 
PITAL BOARD. Applications are invited for the post of SENIOR 
REGISTRAR in Anesthetics on the staffs of the Aberdeen 
Hospitals. Candidates preferably should hold a bigher qualifica- 
tion in anesthetics. Salary is within the scale of £1000—£1300 
p.a. Terms and conditions are as laid down for hospital medical 
and dental staffs (Scotland). 

Applications, together with the names of 2 referees, should be 
lodged by 12th January, 1953, with the Secretary, 1, Albyn- 
place, Aberdeen, from whom further particulars may be obtained. 
SCOTLAND. EASTERN REGIONAL HOSPITAL 
BOARD MENTAL DEFICIENCY. Applications are invited for the 
post of SENIOR REGISTRAR in the Regional Establishment 
for Mental Deficiency at Baldovan Institution by Dundee 
(400 Beds). Authorised training post. This mental deficiency 
institution, at present in course of expansion, is the Regional 
centre, with extensive clinic facilities throughout the area 
served, and provides instruction in mental defect for the 
University of St. Andrews. Flat available, suitable for married 
man. Salary and conditions of service in acc ordance with national 
agreement. 

Further particulars and forms of application may be had from 
the Secretary to the Board, 430, Blackness-road, Dundee, with 
ae applications must be lodged not later than 17th January, 

953. 


SCUNTHORPE AND DISTRICT WAR MEMORIAL 
HOSPITAL. (269 Beds.) SCUNTHORPE HOSPITAL MANAGEMENT 
COMMITTEE. HOUSE PHYSICIAN (Senior House Officer 
grade) required for Ist February in modern, well-equipped 
hospital previding good clinical experience. 

Applications, naming 2 referees, to Group Secretary, War 

Memorial Hospital, Scunthorpe, Lines. 
SCUNTHORPE AND DISTRICT WAR MEMORIAL 
HOSPITAL. SHEFFIELD REGIONAL HOSPITAL BOARD. Applica- 
tions are invited from registered medical practitioners for the 
resident whole-time post of SURGICAL REGISTRAR to 
the above Hospital which is recognised for training for the 
F.R.C.S. The appointment is for 1 year in the first instance, 
and may be renewed for a further year. 

Applications, giving age, nationality, qualifications, present 
and, previous appointments with dates, together with names and 
addresses of 3 referees, should be sent to the Secretary, Sheffield 
Regional Hospital Board, Fulwood House, Old Fulwood-road, 
Sheffield, 10, to arrive not later than 19th January, 1953. 
SWINDON HOSPITALS. (500 Beds.) Swindon and’ 
DISTRICT HOSPITAL MANAGEMENT COMMITTEE. Applications are 
invited from registered pees al practitioners for the post of 
RESIDENT HOUSE PHYSICIAN in Acute Medical Unit 
of 64 Beds at St. Margaret’s Heewiinl. 

Full details, together with copies of 3 recent testimonials, 
to Secretary, 7, Okus-road, Swindon, Wilts. as soon as possible. 
SWINDON HOSPITAL GROUP. (536 Beds.) Swindon 
AND DISTRICT HOSPITAL MANAGEMENT COMMITTEE. Applications 
invited from registered medical practitioners for post of 
RESIDENT HOUSE SURGEON for General Surgical Unit 
(80 Beds). Post recognised by Royal College of Surgeons under 
paragraph 23 of the Fellowship regulations for 6 months of 
requisite years surgical training. 

Applications, giving full details and names of not more than 
3 referees, to Secretary, Swindon and District Hospital Manage- 
ment Committee, 7, Okus-road, Swindon, as soon as possible. 
SHEFFIELD. CITY GENERAL HOSPITAL. Applications 
are invited for the resident appointment of HOUSE SURGEON 
(orthopaedics) (approved as pre-registration post). 

Applications, giving full details of age, nationality, qualifica- 
tions, present and previous appointments with dates, and the 
names of 2 persons to whom reference may be made, should be 
forwarded to the undersigned at Nether Edge Hospital, 
Sheffield, 11. W. STANSFIELD, Secretary. 
SHEFFIELD. CITY GENERAL HOSPITAL. Applications 
are invited for the resident post of SENIOR HOUSE OFFICER 
in the Casualty and Orthopedic Department, now vacant. 

Apply, giving full details of age, qualifications, present and 
previous appointments, and the names of 2 persons for reference, 
to the undersigned at Nether Edge Hospital, Sheffield, 11. 

NV. STANSFIELD, Secretary. 
SHEFFIELD REGIONAL HOSPITAL BOARD. Required 
immediately, RESIDENT LOCUM REGISTRAR (anvzsthetics) 
at the Rotherham Hospital, Doncaster-gate, Rotherham, for a 
minimum period of 1 month. Remuneration at the rate of 
£16 per week, with a deduction for residential emoluments. 

Applications, giving the names and addresses of 2 referees, 
should be sent to the Secretary, Sheffield Regional Hospital 
Board, Fulwood House, Old Fulwood-road, Sheffield, 10. 


SHREWSBURY. EYE, EAR AND THROAT HOSPITAL. 
(70 Beds.) SHREWSBURY GROUP HOSPITAL MANAGEMENT COM- 





MITTEE. Applications are we for the post of SENIOR 
HOUSE OFFICER (E.N.T.) at the Eye, Ear and Throat 
Hospital, Shrewsbury. Post comaueiion d for the D.L.O. R.C.S. 


and vacant immediately. 

Applications, stating age, qualifications, nationality, and 
experience, together with copies of recent testimonials, should 
be sent to J. P. MALLETT, Group Secretary. 

Royal Salop Infirmary, Shrewsbury, 1: Sth October, 1952. 


SHREWSBURY. eee 





ROYAL SALOP INFIRMARY AND 
COPTHORNE HOSPITAL. (500 Beds.) Applications are invited 
for the post of GYNASCOLOGICAL HOUSE SURGEON 
(Male or Female). There are 50 gyneecological beds and 2 
House Surgeons. The post is recognised for the M.R.C.O.G. 
Applications, stating age, qualifications, nationality and 
experience, accompanied by copy testimonials, should be sent 
to the Secretary, Group 15 Hospital Management Committee, 
Royal Salop Infirmary, Shrewsbury. 
MALLETT, Group Secretary, 
Shre wsbury Group Hospital a ment Committee. 
Royal Salop Infirmary, Shrewsbury, 17th November, 1952. 
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SHREWSBURY. 
COPTHORNE HOSPITAL. 


ROYA 





L SALOP INFIRMARY AND 


(500 Beds.) Applications are invited for 


the post of RESIDENT ANAESTHETIST (House Officer grade), 
vacant mid-January, 1953. Post recognised for the D.A. 


Applications, stating age, 


nationality, qualifications, and 


previous hospital appointments, together with copies of recent 
testimonials, should be sent to— 


Shrewsbury 


P. MALLE" 


Group Ho 


rT, Group Secretary, 
spital Management Committee. 


Royal Salop Infirmary, Shrewsbury, 16th December, 1952. 
SHREWSBURY. ROYA 
COPTHORNE HOSPITAL. (500 Beds.) Applications are invited from 
general registered practitioners (Male or Female) for the appoint- 


ment of RESIDE 


Consultant Surge 
instance for 6 mo 
Applications, 


NT HOUSE 


tL SALOP INFIRMARY AND 


SURGEON (3 posts) to a General 


‘on. Vacant now and tenable in the first 
nths. Recognised for the F.R.C.S. 


stating age, 


qualifications, nationality, and 


experience, accompanied by copy testimonials, should be 


sent to— 


J. P. MALL 


ETT, Group Secretary, 


Shrewsbury Group 15 Hospital Management Committee. 
Royal Salop Infirmary, Shrewsbury, 11th December, 1952. 
STAFFORD HOSPITAL MANAGEMENT COMMITTEE. 
invited for the post of SENIOR HOUSE 


Applications are 


OFFICER (anesthetics), 


Male or Female, resident or non- 


resident. Duties mainly at the General Infirmary, Stafford, 
which is the main and acute general hospital of the Group. 
Senior House Officer terms and conditions of service with salary 
£670 p.a. If resident a deduction will be made from salary in 
respect of residential emoluments. 

Applications should be sent as soon as possible to— 


H. H. Jo 


NES, Secretary to the Committee. 


13, Foregate-street, Stafford. 
STANNINGTON, near 
LAND. ST. MARY’S HOSPITAL. Applications are invited from 
registered medical practitioners for the post of SENIOR HOUSE 
OFFICER or JUNIOR H 
at the above Mental Hospital (776 Beds). Accommodation for 


married man av 


ailable, for 


MORPETH, NORTHUMBER- 


OSPITAL MEDICAL OFFICER 


which a deduction will be made. 


Appointment is subject to the National Health Service super- 
annuation regulations with salary and terms and conditions of 
service as published by the 


Applications, 
and the names ¢ 


STOKE-ON-TRENT. 


STOKE-ON-TRENT 


post vacant 31st 


Management Cor 


STOKE-ON-TRENT. 


STOKE-ON-TRENT 


Management Committee, Pri 
STOKE-ON-TRENT. 


STOKE-ON-TRENT 


tions are invited for the 


3 posts vacant 


Apply, with « 


stating age 


Ministry of Health. 
, qualifications and experience, 


of 2 referees should be sent to the Medical 
Superintendent as soon as possible. 


CiTY GENERAL HOSPITAL. 


HOSPITAL MANAGEMENT COMMITTEE. Applica- 
tions are invited for the post of HOUSE OFFICER (pediatrics), 
January, 1953. Post recognised for experience 
during pre-registration period. 

Apply, with copy testimonials, stating age, nationality, and 
full details of previous service, to the Group Secretary, Hospital 
umittee, Princes-road, Stoke-on-Trent. 


CITY GENERAL HOSPITAL. 


HOSPITAL MANAGEMENT COMMITTEE. Applica- 
tions are oe for the pc 
surgery). 3 posts vacant on 31st January, 1953. Posts recognised 
for expe rie nee during pre-registration period. 

Apply, with copy testimonials, stating age, nationality, and 
full details of previous services, to the Group Secretary, Hospital 


st of HOUSE OFFICER (general 


inces-road, Stoke-on-Trent. 


CITY GENERAL HOSPITAL. 


HOSPITAL MANAGEMENT COMMITTEE. Applica- 


post of HOUSE OFFICER (medical). 


on 31st January, 1953. Posts recognised for 
experience during pre-registration period. 


‘opy testime 


mials, stating age, nationality and 


full details of previous service, to the Group Secretary, Hospital 
Management Committee, Pr 
STOKE-ON-TRENT. NORTH STAFFS ROYAL INFIR- 
IN-TRENT HOSPITAL MANAGEMENT COMMITTEE. 


MARY. STOKE -¢ 


Applications are 


“OFFICER (opht 


STOCKPORT 


HOUSE OFF 
approved under 
vacant 23rd Jar 


invited fe 


inces-road, Stoke-on-Trent. 


wr the post of SENIOR HOUSE 


halmics). Recognised for D.O.M.S. and F.R.C.S. 
Apply, with copy testimonials, stating age, nationality, and 

full details of previous service, to the Group Secretary, Hospital 

Management Committee, Princes-road, Stoke-on-Trent. 

INFIRMARY, Stockport. (163 Beds.) 

Applications are invited for the posts of . 

ICER (general surgery and ophthalmology— 


D.O.M.S. 
uary, 1953. 


HOUSE OFFICER (gene 
vad becomes vacant Ist February, 1953 
stating age, qualitic ations and experience, 
toge ther with copies of 2 testimonials, or the names of 2 referees, 
to be forwarded to the unc 


Applications, 


__59B, Shaw-hez 
STOCKPORT. 
Beds.) Applica 


Applications, 


GROUP HOSPITAL 


vacant now. 
Applications, 


regulations). This post becomes 


ral surgery and gyneccology). This 


lersigned, immediately. 


H. G. PRICE, Secretary, 
Stockport and Buxton Hospital Management Committee. 
ath, Stockport, Cheshire. 


~ STEPP 


ING HILL HOSPITAL. 


(464 
tions are invited for the post of RESIDENT 
HOUSE PHYSICIAN 
stating age, experience, and qualifications, 
together with copies of 2 testimonials, or the names of 2 referees, 
to be forwarded to the undersigned, immediately. 

. G. PRICE, Secretary, 

Stockport and Buxton Hospital Management Committee. 
59B, Shaw-heath, Stockport, Cheshire, 23rd December, 1952. 
ST. ALBANS CITY.HOSPITAL. (382 Beds.) Mid Herts 
. MANAGEMENT COMMITTEE. Applications are 
invited from registered medical practitioners for the appoint- 
ment of CASUALTY OFFICER (House Officer grade). Post 


together wi 


be sent immediately to the 


Hospital Management 
Normandy-road, St 


th the names of 2 referees, should 
Group Secretary, Mid Herts Group 


Committee, St. Albans City Hospital, 
Albans, 


Herts. 








ST. ALBANS CITY HOSPITAL, Normandy-road, 
ST. ALBANS, HERTS. Locum SENIOR REGISTRAR required 
immediately for an indefinite period to the Department of 
Morbid Anatomy at the above Hospital. Salary according to 
rates for locum tenens under the terms and conditions of hospital 
medical and dental staffs (England and Wales). 

Applications, giving age, qualifications, and experience, 

together with the names of 2 referees, should be forwarded 
to the Group Secretary, St. Albans City Hospital, Normandy- 
road, St. Albans. 
ST. ALBANS CITY HOSPITAL. (382 Beds.) Mid Herts 
GROUP HOSPITAL MANAGEMENT COMMITTEE. Applications are 
invited for the appointment of HOUSE SURGEON (House 
Officer grade) for 1 of the 2 general surgical teams. (Recognised 
for the F.R.C.S.) Duties will include responsibility for cases 
under the care of the Consultant Orthopedic Surgeon. Post 
vacant about 19th January, 1953. Preference will be given to 
candidates seeking pre-registration posts under the Medical Act, 
1950. 

Applications, together with the names of 2 referees, should 

be forwarded to the Group Secretary, St. Albans City Hospital, 
Normandy-road, St. Albans, Herts. 
ST. HELENS HOSPITAL, Marshalis Cross-road, 
ST. HELENS. (196 Beds.) Applications are invited for the 
appointment of RESIDENT HOUSE SURGEON. 6 months 
appointment. Salary in accordance with the terms and conditions 
of service for medical staff. 

Applications, stating age, qualifications, and experience, and 
giving 2 names for reference, should be forwarded to the under- 
signed as soon as possible. 

N. RICHARDS, Secretary, 
St. Helens and District Hospital Management Committee. 

Group Office, County Hospital, Whiston, near Prescot, Lancs. 


SULLY HOSPITAL, Sully, Glam. (Major Thoracic Centre 
—324 Beds.) CARDIFF HOSPITAL MANAGEMENT COMMITTEE. 
HOUSE OFFICER required starting Ist February, 1953. 
Experience gained in medical and surgical treatment of all 
chest diseases in adults and children. 

Applications, with 2 names and addresses for references, to 

Group Secretary, Cardiff Hospital Management Committee, 
44, Cathedral-road, Cardiff, within 2 weeks of appearance of 
this advertisement. 
TAPLOW, near MAIDENHEAD. CANADIAN RED 
CROSS MEMORIAL HOSPITAL. HOUSE PHYSICIAN required for 
post vacant 2nd March. Preference will be given to persons 
seeking a pre-registration House Officer post under the Medical 
Act, 1950. Salary on national scale. 

Applications, stating age, experience and qualifications, with 
dates, together with copies of 2 testimonials, should be sent 
to the Hospital Secretary by 16th January. 

TAUNTON HOSPITAL MANAGEMENT COMMITTEE. 
TAUNTON AND SOMERSET HOSPITAL. Applications are invited 
for the following posts :— 

HOU SE SURGEON (general surgery). Post recognised for 

F.R.C,. 

HOUSE VHYSIC IAN. 

Applications, stating age, qualifications, with dates, and 
nationality, together with 2 recent testimonials, should be sent 
immediately to the Secretary, Musgrove Park Hospital, Taunton. 
TAUNTON HOSPITAL MANAGEMENT COMMITTEE. 
TAUNTON AND SOMERSET HOSPITAL. Applications are id am 
from registered medical practitioners for the post of SENIOR 
HOUSE OFFICER (gynecology (28 Beds) and obstetrics (50 
Beds)). The appointment is for 1 year and preference will 
be given to candidates who have completed a 6 thonths appoint- 
ment with experience in obstetrics. 

Applications, stating age, qualifications with dates, nationality, 

and details of experience, together with 2 recent testimonials, 
should be sent immediately to the Secretary, Musgrove Park 
Hospital, Taunton, Somerset. 
TAUNTON HOSPITAL MANAGEMENT COMMITTEE. 
TAUNTON AND SOMERSET HOSPITAL. (Musgrove Park Branch and 
East Reach Branch.) Applications are invited from registered 
medical practitioners for the post of SENIOR RESIDENT 
HOUSE OFFICER (anesthetics). 

Applications, stating age, qualifications with dates, nationality, 
and details of experience, together with 2 recent testimonials, 
should be sent immediately to the Secretary, Taunton Hospital 
Management Committee, Musgrove Park Hospital, Taunton. 
TRURO. ROYAL CORNWALL INFIRMARY. (212 Beds 
—9 Residents.) WEST CORNWALL HOSPITAL MANAGEMENT 
COMMITTEE Applications are invited for the newly created 
office of SE NIOR HOUSE OFFICER (Pathological Depart- 
ment). : 

Applications, stating age, qualifications and experience, and 
enclosing copies of 2 recent testimonials, should be sent to the 
Hospital Secretary, Royal Cornwall Infirmary, Truro. 
TRURO. ROYAL CORNWALL INFIRMARY. (General 
Hospital—212 Beds ; 9 Residents.) WEST CORNWALL HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited for HOUSE 
SURGEON for General Surgery and Gynecology (Male o1 
Female). Post now vacant. The successful candidate will be 
responsible jointly with the House Surgeon for the 66 Beds 
allocated to the 2 specialties. Salary and conditions of service 
in accordance with the terms laid down by the Ministry of 
Health. ; 

Applications, stating age, qualifications, and experience, and 
enclosing copies of 2 recent. testimonials, should be sent to th 
Hospital Secretary, ‘Royal Cornwall Infirmary, Truro, Cornwull. 
WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS- 
PITAL. SENIOR HOUSE OFFICER (orthopedics) required, 
vacant 21st January, 1953. Appointment will be for 6 months 
in the first instance. Salary £67 p.a., less £150 for board and 
residence. . , 

Applications, with copies of 2 testimonials, should be sent to 
the Secretary. 
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WINCHESTER. ROYAL HAMPSHIRE SOUNTY HOSs- 
PITAL. HOUSE SURGEON to the Senior Surgeon. 

jer a with copies of 2 testimonials, should be sent to 
the retary 
WAKEFIELD. CLAYTON HOSPITAL. (206 Beds.) 
HOSPITAL MANAGEMENT COMMITTEE NO. 9 WAKEFIELD A GROUP. 
Applications are invited for the appointment of a SENIOR 
HOUSE OFFICER (general surgery) at the above Hospital. 
Salary £670 p.a. and the terms and conditions of service are in 
accordance with the National Health Service Act and Regulations 
thereunder. 

Applications should be made t 

W. Reap, Group Secretary. 

WAKEFIELD. THE GENERAL HOSPITAL, Park Lodge- 
lane, WAKEFIELD. (160 Beds.) HOSPITAL MANAGEMENT COM- 
MITTEE NO. 9. WAKEFIELD A GROUP. Applications are invited 
for the appointment of a SENIOR HOUSE OFFICER in 
General Surgery at the above Hospital. Terms and conditiors 
of service are in accordance with the National Health Service 
Act and Regulations thereunder. 

Applications should be made to the Medical Superintendent, 
WARLINGHAM PARK HOSPITAL MANAGEMENT 
COMMITTEE. SOUTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. Registered medical practitioners are invited to apply 
for the appointme nt of REGISTRAR. Opportunity will be 
given for experience in all branches of psychiatry, psycho- 
neurosis, industrial psychiatry, delinquency and child guidance. 
The appointment will be subje ct to the provisions of the National 
Health Service superannuation regulations, and will be in 
accordance with the agreed terms and conditions of service of 
hospital medical and dental staffs for the time being in operation. 
Candidates may visit the Hospital (by arrangement with the 
Medical Superintendent) but canvassing in any way will 
disqualify. 

Applications for forms of application (5 copies required to be 
completed) must be accompanied by a stamped addressed 
foolscap envelope and made to the Secretary, Warlingham Park 
Hospital Management Committee, Warlingham Park Hospital, 
Warlingham, Surrey, and returned to him not later than 14 
days after the appearance of this advertisement. 





WELSH REGIONAL HOSPITAL BOARD. Applications 
are invited for the appointment of 3 REGISTRARS in Ortho- 
peedic Surgery to serve the Cardiff Hospital Management Com- 
mittee. The posts will be subject to review at the end of the 
first year. The successful candidates will be based at the new 
Prince of Wales Hospital which will be opened at Rhydlafar, 
near Cardiff, early in the New Year. This Hospital will provide 
between 2060-300 Beds and will act as a Regional Orthopedic 
Centre for the South Wales Area. 

Forms of application to be obtained from the Senior Adminis- 
trative Medical Officer; Welsh Regional Hospital Board, Cathays 
Park, Cardiff, within 14 days of appearance of this advertisement. 
WELSH REGIONAL HOSPITAL BOARD. Applications 
are invited for the appointment of a REGISTRAR in Ophthalmo- 
logy to serve the Glantawe Hospital Management Committee. 
The successful candidate will be based at Llanelly Hospital 
(164 Beds), and will also be expected to serve other hospitals in 
the Group. The post is non-resident and will be subject to 
review at the end of the first year. 

Forms of application should be obtained from the Senior 
Administrative Medical Officer, Welsh Regional Hospital Board, 
Cathays Park, Cardiff, within 14 days of appearance of this 
advertisement. pit Pea, 
WESTON-SUPER-MARE GENERAL HOSPITAL. (110 
Beds.) Applications are invited from registered medical practi- 
tioners for the resident appointments of 2 HOUSE SURGEONS 
(first, second, or third posts), vacant Ist March, 1953. The 
appointments will be for a period of 6 months in the first instance 
and may be renewed for a further 6 months. 

Applications, stating age. qualifications, and experience, 

together with names and addresses of 2 referees, should be 
addressed to the Secretary, Weston-super-Mare Hospital 
Management Committee. 
WESTON-SUPER-MARE GENERAL HOSPITAL. (110 
Beds.) Applications are invited from registered medical practi- 
tioners for the resident appointment of HOUSE PHYSICIAN 
(first, second, or third post), vacant Ist March, 1953. The 
appointment is for 6 months in the first instance and may be 
renewed for a further 6 months. 

Applications, stating age, qualifications, and 
together with names and addresses of 2 referees, 
addressed to the Secretary, Weston-super-Mare 
Management Committee. Baik: 
WORTHING GROUP HOSPITAL MANAGEMENT 
COMMITTEE. WORTHING HOSPITAL, Lyndhurst-road, WORTHING, 
SUSSEX. (272 Beds—-5 Resident Officers.) Applications are 
invited from registered medical practitioners for the following 

posts :- 

HOUSE PHYSICIAN, vacant now. 

post under the Medical Act 1950. 

HOUSE SURGEON for special departments (new appoint- 

ment). 

Accommodation available for male or female staff. 

R practitioners within 3 months of qualification or holding 
a first post may apply. Salary £350—-£450 according to experi- 
ence, less £100 p.a. for board, lodging, &c. Appointments 
es to conditions of service for the National Health Service. 

Apply to Hospital Secretary, Worthing Hospital, stating age, 
qualific ations with dates, nationality, and details of experience, 
together with copies of 2 recent te stimonials. 

. OAKTON, Group Secretary. 
WATFORD. SHRODELLS HOSPITAL. Applications 
are invited for the post of HOUSE PHYSICIAN (Senior House 
Officer) to the Pediatric Unit of 38 Beds. Post recognised for 
D.C.H. 

Applications, with not more than 2 copies of testimonials, 
should reach the Medical Officer-in-charge as soon ‘as possible. 


experience, 
should be 
Hospital 


This is a pre-registration 


WATFORD. SHRODELLS HOSPITAL. (General Hos- 
pital—350 Beds.) Applications are invited for the post of HOUSE 
PHYSICIAN (first, second, or third post). Post would suit 
candidates for the M.R.C.P. as the Hospital is within reach of 
the London teaching classes. 
Applications, together with not more than 3 copies of testi- 
a should reach the Medical Officer-in-charge as soon as 
possible. 
WEYMOUTH. PORTWEY HOSPITAL. Obstetrical 
AND GYNAZCOLOGICAL HOUSE SURGEON required (Male 
or Female), post vacant end of January. Department has 42 
maternity and 26 gynecological beds and deals with majority 
of abnormal obstetric cases in South West Dorset. Post tenable 
for 6 months and recognised for the Diploma and Membership 
of the R.C.O.G. 
Applications, stating age, experience, qualifications, and 
nationality, together with copies of testimonials, to be sent to 
the Group Secretary, West Dorset Group Hospital Management 
Committee, Damers-road, Dorchester, immediately. 
WHISTON. COUNTY HOSPITAL. (882 Beds.) 
cations are invited for the following appointments :— 
RESIDENT HOUSE SURGEON 
RESIDENT HOUSE PHYSICIAN. 
6 months appointments. Salary in accordance with the terms 
and conditions of service for medical staff. 
Applications, stating age, qualifications, and experience, and 
giving 2 names for reference, should be forwarded to the 
undersigned as soon - possible. 
RICHARDS, Secretary, 
St. Helens and Distrie t Hospital Management Committee. 
Group Office, County Hospital, Whiston, near Prescot, Lancs. 
WOLVERHAMPTON HOSPITAL MANAGEMENT 
COMMITTEE GROUP NO. 16, BIRMINGHAM REGION. 
The Royal Hospital, Wolverhampton (an Associated 
Hospital of the University of Birmingham Medical School) 
HOUSE OFFICER (Ear, Throat and Nose Department), 
vacant now. Salary €450 p.a. 
SENIOR HOUSE OFFICER or HOUSE OFFICER (Fracture 
and Orthopedic Department), vacant now. 
HOUSE OFFICER (Junior Casualty Officer), vacant now. 
HOUSE OFFICER (pediatric), vacant 23rd January. 
arpemtment recognised for D.C.H. 
HOUSE ‘FICER (general surgery ), vacant 26th January. 
HOU SE OF FICER (general surgery), vacant 13th February. 
HOUSE OFFICER (anesthetics), vacant 27th January. 
Appointment recognised for D.A. 
Women’s Hospital, Wolverhampton 
HOUSE OFFICER (gynecological and obstetric), 
17th January. Appointment recognised for M.R.C. 
Wolverhampton and Midland Counties Eye Infirmary 
HOUSE OFFICER, vacant 4th January. Appointment 
recognised for F.R.C.S. and D.O. examinations. 
New Cross Hospital, Wolverhampton 
HOUSE OFFICER (general surgery), vacant now. 
Applications, with copies of 3 recent testimonials, to be sent 
to W. COCKBURN, Group Secretary. 





~ Appili- 


vacant 
0.G. 


The Royal Hospital, Wolverhampton. ; , 
WREXHAM. MAELOR GENERAL HOSPITAL. (513 
Beds.) WREXHAM, POWYS AND MAWDDACH HOSPITAL MANAGE- 


MENT COMMITTEE. Applications are invited for the appointment 
of HOUSE PHYSICIAN at the above Hospital. The appoint- 
ment will be for a period of 6 months. Salary will be at the 
rate of £350-£450 p.a. according to experience, less £100 p.a. 
for full residential accommodation. 

Applications, stating age, nationality, qualifications and 
experience, with copies of 2 recent testimonials, to be addressed 
to the Secretary, Wrexham, Powys and Mawddach Hospital 
Management Committee, Maelor Genera] Hospital, Croesnewydd- 
road, Wrexham. SHEN sh ae 
WREXHAM. MAELOR GENERAL HOSPITAL. 
Beds.) ta er AM, 


(513 
POWYS AND MAWDDACH HOSPITAL MANAGE- 
MENT COMMITTEE. Applications are invited for the post of 
HOUSE SURGEON at the above Hospital to commence 
immediately. The appointment is recognised for the Diploma 
of F.R.C.S. (Eng. and Edin.). Salary will be at the rate of 
£350, £400 or £450 p.a. according to experience, less £100 p.a. 
for full residential emoluments. 

Applications, stating age, nationality, qualifications and 
experience, together with copies of 2 recent testimonials, should 
be addressed to— 

WILLIAM JONES, Secretary, Wrexbam, 
Powys and Mawddach Hospital Management Committee. 

Maelor General Hospital, Croesnewydd-road, Wrexham. 
YORKSHIRE. EAST RIDING HOSPITAL MANAGE- 
MENT COMMITTEE. 

Westwood Hospital, Beverley, Yorks 

(a) SENIOR HOUSE OFFICER in Obstetrics and Gyneco- 
logy. Post vacant now. Maternity Unit of 22 Beds and Gynesco- 
logical Annexe of 18 Beds. 

(6) HOUSE SURGEON 
General surgical duties. 
for F.R.C.S8 

East Riding General Hospital, Driffield, Yorks 

(ec) SENIOR HOUSE PHYSICIAN required. Post vacant 
now. Would snit applicant reading for higher degree. 

(d) HOUSE PHYSICIAN (first, second, or third post). Post 
vacant now. Medical and chronic wards, casualty and some 
ansesthetics and midwifery. Good general experience for first 
House appointment. 

Northfield, Sanatorium, Driffield, Yorks 

(e) HOUSE PHYSICIAN (first, second, or third post). 
Post vacant now. 

er for (a) and (c) is £670 and for (b), (d), and (¢) is £350-— 
£450. 

Applications, giving age, qualifications, and experience, to 
Secretary, Westwood Hospital, Beverley. 


(first, second, or third post). 
Post vacant mid-January. Recognised 
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WORKSOP, NOTTS. VICTORIA HOSPITAL. (127 
surgical beds.) HOUSE SURGEON required immediately, 
duties include Orthopedic and E.N.T. Departments. Appoint- 
ment for 6 months in first instance. Salary £350—£450 according 
to experience, less deduction of £100 p.a. residential emoluments. 

Applications, stating age, qualifications, nationality, together 
with copies of recent testimanials, to be forwarded to the 
Secretary, Worksop and Retford Hospital Management Com- 
mittee, Victoria . Hospital, Worksop, Notts. 
NORTHERN IRELAND HOSPITALS AUTHORITY 
invite applications for a whole-time appointment as SENIOR 
HOUSE OFFICER in General] Surgery at hospitals managed by 
the South Belfast Hospital Management Committee. 

Applications should be made oh a form which may be obtained 
(with further particulars) from the Secretary, Northern Ireland 
Hospitals Authority, Friends’ Provident Building, 58, Howard- 
street, Belfast, and which must be returned so as to be received 
not later than’ 17th January, 1953. 
NEW YORK CITY. State University of New York College 
of Medicine at New York City in affiliation with Kings County 
Hospital now offers a 2-year RESIDENCY in Anesthesiology. 

For further information write to MEREL H. HARMEL, M.D. 

Kings County Hospital, a C Jlarkson-avenue, 

Brooklyn, 

NEW YORK. ALBANY HOSPITAL Approved Intern- 
SHIP, ASSISTANT RESIDENCY, and RESIDENCY in 
E.N.T. available Ist July, 1953, in Albany Hospital, affiliated 
with Albany Medical College. Salary $1020—$2120. Room, 
uniforms, and laundry supplied. 

Inquire, _——— Director, Albany Hospital, Albany, New 
York, U.S 
NEW vane . ALBANY HOSPITAL. Internships and 
RESIDENCIES available in 750-Bed, general, private Hospital, 
directly connected to Albany Medical College. Approved for 
all major specialties, including psychiatry, and accepted by 
the U.S. State Department as member of Excbange Visitor 
Program. Annual salary range is $1020 for Intern to $2120 
for Resident, with laundry, uniforms, —— _ annual vacation 
furnished. All appointments begin July, 1 

Address inquiries to Medical Sicdes” Albany Hospital, 
Albany, New York. 
NEW YORK. ROCHESTER GENERAL HOSPITAL, 
ROCHESTER, 8, NEW YORK. Approved INTERNSHIPS and 
RESIDENCIES in Specialties available for this year and next 


year. 
Address : 





Director of Medical Education. 


Public Appointments 


DERBYSHIRE. Sopgietmnens of Assistant Comat Medical 
OFFICER OF HEALTH for the Derbyshire County Council, 
and MEDICAL OFF ICER OF HEALTH for the Urban Districts 
of Ashbourne, Belper and Wirksworth, and the Rural District 
of Belper. Applications are invited from male registered medical 
practitioners holding a Diploma in Public Health or an equivalent 
qualification for the above-named permanent “ mixed ” appoint- 
ment. The total inclusive salary scale will be £1355 13s. 7d. 
p.a., rising by 4 annual increments of £55 13s. 8d., 1 of £32 19s. 1d. 
and a final increment of £32 19s. to a maximum of £1644 6s. 4d. 
p.a., plus travelling expenses in accordance with the County 
Council’s scale. The person appointed will be directly responsible 
to the Councils of the Urban Districts of Ashbourne, Belper and 
Wirksworth and the Rural District of Belper for the proper 
performance of all the duties of a Medical Officer of Health 
for those areas respectively. Under Section 111 of the Local 
Government Act, 1933, Area No. 9 of the approved Scheme 
provides for a whole-time appointment to cover these Districts 
as well as the Ashbourne Rural District. The Officer appointed 
will be required to undertake the duties of M.O.H. of Ashbourne 
Rural District when the present holder of that post retires, 
when the salary will be reviewed. As Assistant County Medica] 
Officer be will be concerned, under the direction of the County 
Medical Officer of Health, with decentralised supervision 
required under the National Health Service Act, as well as work 
in connection with the School Health Service, attendance at 
clinics, and such other duties as may be required. The person 
appointed must reside in or near Belper, must not engage in 
private practice, and must devote his whole time to the duties 
of the before-mentioned posts. The appointment is subject to 
the provisions of the Local Government Superannuation Act, 
1937, or the National Health Service (Superannuation) Regula- 
tions, 1950, whichever is appropriate, and the successful candi- 
date will be required to pass a medical examination. 

Application forms may be obtained from the undersigned, 
to whom they should be returned so that they are received not 
later than 17th January, 1953. Canvassing, either directiy or 
indirectly, a be a disqualification. 

J. B. S. MorGan, County Medical Officer of Health. 

County titties, St. Mary’s Gate, Derby. _ 

DERBYSHIRE COUNTY COUNCIL. Applications are 
invited from Male medical practitioners for the whole-time 
appointment of SENIOR ASSISTANT MEDICAL OFFICER. 
The possession of the D.P.H. is essential and experience in mental 
deficiency work is desirable. The work will be largely adminis- 
trative in connection with the Public Health and School Health 
Services, but other duties may be assigned to the Officer 
appointed, who will work under the direction of the County 
Medical Officer. Office accommodation will be provided in the 
central office. The salary is £1050 rising by annual increments 
of £50 to £1400 p.a., together with a travelling allowance in 
accordance with the County Council’s scale. 

Applications should be submitted to the undersigned so that 
they are received not later than 10th January, 1953. Forms 
ef application are not provided. The conditions of service will 
be supplied on request. 








J. B. S. MorGAN, County Medical Officer. 
County Offices, St. + Gate, Derby. 





BOURNEMOUTH. COUNTY BOROUGH OF BOURNE- 
MOUTH. Applications are invited from duly qualified medical 
practitioners holding a Diploma in Sanitary Science, Public 
Health or State Medicine for the a of DEPUTY 
MEDICAL OFFICER OF HEALTH AND DEPUTY SCHOOL 
MEDICAL OFFICER at an inclusive salary of £1200 p.a., 
increasing by annual increments of £50 to £1450 p.a. i 
travelling allowance on a mileage basis will be paid. If the 
successful candidate should be already receiving a salary in 
excess of the above commencing salary, the Council will be 
prepared to give favourable consideration to the question of 
increasing the commencing salary to an amount cqual to 
that which he ie now receiving, but not in excess of the maximum 
salary offered. Candidates must have had experience in the 
administration of a Public Health Department and be approved 
by the Minister of Education under Regulation 53 of the 
Handicapped Pupils and School Health Service Regulations, 
945. The gentleman appointed will be required to devote 
the whole of his time to the duties of the office. The appoint- 
ment will be subject to the provisions of the Local Government 
Superannuation Act, 1937, to the passing of a medical exanina- 
tion, and to termination upon 3 months notice on either side. 
Applications, stating age, qualifications with dates, particulars 
of present and previous appointments (with salaries), and 
experience, and the names and addresses of 3 persons to whom 
reference may be made as to character and ability, and endorsed 
*‘ Deputy Medical Officer,’’ must reach the undersigned not 
later than 17th January, 1953. Printed forms are not issued. 
Canvassing, either directly or indirectly, will disqualify. 
A. LINDSAY CLEGG, Town Clerk, Bournemouth. 


BRISTOL. CITY AND COUNTY OF BRISTOL. Depart- 
MENT OF PUBLIC HEALTH. Applications invited from registered 
medical practitioners for appointment of an ‘ASSISTANT 
MEDICAL OFFICER OF HEALTH AND SCHOOL MEDICAL 
OFFICER. Salary £850-£50-£1150 p.a. The person appointed 
will be required to carry out Maternity and Child Welfare, 
School Health and Port Health work, and such other duties 
as may be required by the Medical Officer of Health, and must 
devote his whole-time to these duties and not engage in private 
practice. The appointment is superannuable and subject to 
passing a medical examination. 

Applications, on forms to be obtained from the undersigned, 
to be returned not later than 15th Jaauary, 1953. Canvassing 
directly or indirectly will disqualify. 

R. H. Parry, Medical Officer of Health. 
Central Health Clinic, Tower Hill, Bris tol, 


FACTORY DOCTORS: Factories rem 1937 and 1948. 
The following appointment as Appointed Factory Doctor is 
vacant. Apply to Chief ‘aepaoaned of Factories, 8, St. James’s- 
square, London, 8.W. 
Closing date for 

District County application 

EPSOM .. SURREY 17TH JANUARY, 1953 
LANCASHIRE ‘COUNTY COUNCIL. Registered medical 
practitioners required as ASSISTANT DIVISIONAL MEDICAL 
OFFICERS in areas adjacent to Burnley, Bury, and Preston. 
Possession of D.P.H. desirable. Salary £850—£50-£1150 p.a. 
Travelling and subsistence allowance where applicable. Positions 
superannuable and subject to medical examination. 

Application forms and further particulars from County 
Medica] Officer of Health, East Cliff County Offices, Preston. 


LANCASHIRE COUNTY COUNCIL. Registered medical 
practitioner with postgraduate qualification in psychology 
required as Part-time PSYCHIATRIST in (hild Guidance 
Service. Experience in child psychiatry essential, preference 
to candidates who have taken recognised course in child guid- 
ance. Duties in connection with Huyton Child Guidance Clinic 
near Liverpool, and/or psychiatric treatment of maladjusted 
boys attending a hostel. Salary for 4 sessions per week £876 p.a. 
or pro rata. Mileage allowance for own car. 

Applications, | stating age, qualifications, full experience, 

and names of 2 referees, to County Medical Officer, East Cliff 
County Offices, Preston. 
MIDDLESEX COUNTY COUNCIL. County Health 
DEPARTMENT. ASSISTANT MEDICAL OFFICER (whole-time) 
required, initially in Area 4 (Finchley and Hendon). Duties 
include supervision of health of mothers and young children 
and school-children attending health clinics and routine medical 
inspections at schools. D.P.H. or equivalent an advantage. 
Salary £850-£50-£1150 p.a. inclusive. Established, subject to 
medical assessment and prescribed conditions. 

Apply (no forms), stating age, qualifications, experience, and 
names of 2 referees, to Joint Area Medical Officer, Town Hall, 
The Burroughs, Hendon, N.W.4, by 17th January (quoting 
L.540 L.). Canvassing disqualifies. 

C. W. RApDCLIFFF, Clerk of the County Council. 
NOTTINGHAM. CITY OF NOTTINGHAM. The es 
Council invite applications from medical practitioners wit 
wide experience in health administration for the appointment of 
DEPUTY MEDICAL OFFICER OF HEALTH ; the salary 
will be within the scale £1533 by £100 (2) and £50" (1) to £1783 
p.a. The person appointed will be required to devote the whole 
of his time to the duties of his office and will not be permitted 
to engage in private practice. He will work under the direction 
of the Medica) Officer of Health and will be concerned with the 
supervision of all the duties and services of the Health Depart- 
ment. The appointment, which will be terminable by 3 months 
notice on either side, will be subject to the Superannuation Act, 
1937, as amended by the National Health Service super- 
annuation regulations ; the successful candidate will be required 
to pass a medical examination. 

Applications, stating age, present appointment and qualifi- 
cations, together with full details of past experience, and names 
of 3 referees, must reach me not later than 9th January, 1953. 
Canvassing in any form, whether directly or indirectly, will be a 
ground for disqualification. 


The Guildhall, Nottingham. T. J. OwEN, Town Clerk. 
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NORTH WESTERN GAS BOARD. Applications are 
invited from registered medical practitioners for the pensionable 
appointment of MEDICAL OFFICER at a commencing salary 
of £1500 p.a. The Doctor appointed will be required to act 
as industrial Medical Officer to the Board’s Undertakings in 
the industrial belt around Manchester. A mobile consulting- 
room will be available. Duties to commence about April, 
1953. Further details may be obtained on application. 

Detailed applications, giving the names of 3 referees, should 
reach the Secretary, North Western Gas Board, 60, Whitworth- 
street, Manchester, 1, within 14 days. 


NEW ZEALAND. HEALTH DEPARTMENT. Applica- 
tions are invited from qualified persons for the vacancy of 
PHYSICIAN, Queen Elizabeth Hospital, Health Department, 
Rotorua, New Zealand. Salary from £NZ1360 to £NZ1760 
ace ording to qualifications: and experience. Applicants should 
have a wide general knowledge of medicine and must possess 
a higher qualification. The Hospital has 100 Beds for the 
treatment of arthritis and allied complaints and a Research 
Clinic is also inc orporated. Previous specialisation in the field 
of rheumatology is not necessary. Single accommodation only 
is available. 
Further details 


l and conditions of appointment may be 
obtained from the 


High Commissioner for New Zealand, 415, 
Strand, London, W.C.2, mentioning this paper and quoting 
reference 3/129. ¢ ‘omple ted applications must be received by 
Friday, 9th January, 1953 


SOUTHERN RHODESIA GOVERNMENT. Vacancy: 
MEDICAL OFFICER : Southern Rhodesia Permanent Forces. 
The successful applicants will be required to attest in and serve 
under the conditions of service of the Southern Rhodesia Staff 
Corps. The appointment will be in the rank of Captain, and the 
following rates of pay and allowances will be applicable :— 


Pay Cost of living Total 
Ist year £930 am £273 £1203 
2nd year... £959 £279 £1238 
3rd year £987 £282 £1269 
4th year £1016 €290 £1306 


A married member, in addition “to the above, will be paid up 
to a maximum of £180 p.a. Quarters Allowance if Government 
quarters are not provided. In addition, a children’s allowance 
is payable, if applicable. The Officer will be on the staff of the 
Director of Medical Services. 

Duties will consist of medical attention to Permanent Force 
personnel and their dependants which includes domiciliary visits 
and treatment in Government hospitals to which Medical Officers 
have full access, the supervision of Territorial Force medical 
services and such other duties as the Director of Medical Services 
may direct. Previous experience of service medicine is desirable 
but not essential. 

Application forms and further details from the Secretary, 
oy ey sia House, 429, Strand, London, W.C.2. Completed forms 

to be returned by 20th January. 


WESTERN AUSTRALIA. DEPARTMENT OF PUBLIC 
HEALTH. TUBERCULOSIS CONTROL BRANCH. Applications are 
invited for the whole-time appointment -of ASSISTANT 
THORACIC SURGEON. Applicants should possess a higher 
qualification in surgery and should have had experience in 
modern thoracic surgical techniques. The successful applicant 
will be required to work under the over-all direction of the 
Director of the Tuberculosis Control Branch of the Public 
Health Department in the Thoracic Surgical Unit at the Royal 


Perth Hospital, the Wooroloo Sanatorium, and the Perth 
Chest Clinic. An opportunity is afforded for work with a 
Senior Surgeon skilled in the modern techniques of thoracic 


surgery. Salary range £1800-—£2000 Australian currency, subject 
to variations in the State basic wage. An applicant with 
sufficient experience may be appointed at a rate higher than 
the minimum. A sum up to a maximum of £300 (sterling) will 
be allowed for travelling expenses to Western Australia. 
on in the first instance will be for a period of 12 
months 

Applications in duplicate, with references, giving full particulars 
of qualifications, experience, age and marital state, will be 
received on or before 2 1953, by the Agent-General 


nd February, 
for cvestern House, 115-116, Strand, London, 


Australia, Savoy 





W , from whom further particulars may be obtained. 
REGIONAL MEDICAL HEALTH OFFICER 
(No. 2456) 


Required by 
SASKATCHEWAN DEPARTMENT OF 
Salary Range; $6732 
variable cost-of- ~ A 
month as of Ist November, 1952 
Requirements: Registrable qualification in medicine 
for province of Saskatchewan, diploma from a recog- 
nised school of public health, some medical and adminis- 
trative experience and under 50 years of age; to do 
professional medical and administrative work in 
developing preventive health services and a general 
health programme in a provincial health region. 
Benefits: 3 weeks holiday and 3 weeks sirk-leave 
annually with pay and a good pension scheme. 
Details concerning duties and responsibilities may be 
obtained from the Personnel Officer, Department of 
Public Health, Provincial Health Building, Regina, 
Saskatchewan, Canada, 
For application forms apply to the Public Service 
Commission, Legislative Building, Regina, Saskat- 
chewan, Canada. Completed forms should be forwarded 
to the Commission not later than 28th February, 1953. 


PUBLIC HEALTH 
$7968 per vear, not including a 
bonus which was $9.60 per 














General Practice 
For an Executive Council post apply on form E.C. 16a obtainable from 
the council. Mark envelope ‘* Vacancy.*’ 





BOURNEMOUTH. Death Vacancy. List about 2300. 
House with surgery socenmnecees expected for sale. Applica- 
tions on Form E.C.16a to The Clerk, Bournemouth Executive 
Council, 460, Christchurch-road, Boscombe, | Bournemouth, 
must be received by 10th January, 1953 
EDMONTON. Applications invited for Vacancy (Sub- 
urban). List at present approximately 2500. Apply on E.C.16A4 
before 10th January, 1953, to— 
F. J. ASHFORD, Middlesex Executive 

Gloucester House, Gloucester-gate, London, N.W.1. 
ROSS AND CROMARTY EXECUTIVE COUNCIL. 
A VACANCY occurs in the Parish of Applecross for a General 
Medical Practitioner of suitable qualifications and experience. 
Number of patients on list 317. Dispensing. Inducement grant 
usually paid. House and surgery available. Substantial mileage 
allowance. 

Apply, stating age and experience, with copies of testimonials, 
to the Clerk, Tulloch street, Dingwall, within 14 days. 


Hospital Services : Non-Medical Appointments 


PENZANCE. WEST CORNWALL HOSPITAL. 
CORNWALL HOSPITAL MANAGEMENT COMMITTEE, 
ASSISTANT (Senior Technician) required, 
chemical duties. F.I.M.L.T. essential. 

Applications, accompanied by names of 2 

sent immediately to Hospital Secretary. 
S.E. SCOTLAND BLOOD TRANSFUSION SERVICE. 
RESEARCH TECHNICIANS (2) required in Edinburgh for 
studies on blood proteins and enzymes : (1) Senior Technician, 
experience in immunochemistry or immunology preferred ; 
ni ~~ nt ‘for 2 years in the first instance ; £595-£680 p.a. 
(2) Technician, experience in biochemical methods ; appoint 
me init for 3 years in the first instance ; £410-£475 p.a. (Oppor- 
tunity for training in research methods and use of specialised 
equipment. ) 

Applications, with qualifications, details of previous work, 
references, &c., should be sent to the Regional Director, S.E. 
Scotland Blood Transfusion Service, Royal Infirmary, Edin- 
burgh, 3. 





Council. 








West 
LABORATORY 
mainly for bio- 


referees, should be 





Miscellaneous 
To non-professional posts the Notification of Vacancies Order 1952 applies 





An internationally known Company of Manufacturing 
Chemists desire to appoint a full-time Medical Adviser and invite 
applications from we ll-qualified doctors for this vacancy. The 
main duties would be to deal with medical queries in regard to 
pharmaceutical products of the Company’s manufacture, and to 
conduct correspondence and liaison with hospitals and research 
institutions. For this purpose it is necessary that candidates 
should have mature clinical experience and a suitable person- 
ality. The Company headquarters are in the Manchester area, 
where the successful candidate should be prepared to reside. 
Applications should contain full details of qualifications and 
experience which will be treated in utmost confidence.—Address, 
No. 770, THe LANCET Office, 7, Adam-street, Adelphi, London, 
W.C.2. 

Hadfields Ltd., East Hecla Works, Sheffield. Applications 
are invited for appointment as a full-time Medica] Officer. 
The post is non-resident and is based on the Works. The candi- 
date, who would be required to devote his whole time to the 
work, should have experience covering hospital work, general 
practice, and, if possible, preventive and industrial medicine, 

whilst a knowledge of steelworks or the steel industry would 
be an advantage. He would not be allowed to engage in private 
practice. The duties cover 2 works and include the medical 
examination of employees, the supervision of health in relation 
to work, as well as of the Works First-aid Organisation. Salary 
in accordance with B.M.A. scale for Industrial Medical Off ers. 
Subject to e ligibility, the successful candidate would be required 
to join the Company’s Pension Scheme and to re — in Sheffield. 
—Applications, giving full details of age, experience, and 
qualifications, should be sent marked for the Bet attention 


of the Works Director, Hadfields Ltd., East Hecla Works, 
Sheffield, 9 7 
Medical Secretary, aged 25, requires post in London. 


6 years medical and surgical experience 
references..—Address, No. 77 71, THE 
street, Ade Iphi, London, W.C. 
Experienced ghavthona-ipziet required to act as Medical 
Clerk. Salary £155—£360 p.a., according to age and experience. 
Apply in own handwriting, giving age, experience, and present 
shortband and typing speeds, to the Administrator, Buchanan 
Hospital, St. Leonards. : 
Freehold, 8 rooms for Sale, £2200. 
27, Despard-road, near Highgate Hospital, Archway. CHA 8991. 
Wanted. £50 offered for first-class microscope. Must 
be in perfect condition. Private Buyer.——Write, giving fullest 
details to : Address, No. 772, THE LANCET Office, 7, Adam- 
street, Adelphi, London, W.C 
Applicants for posts requiring testimonials copied or 
duplicated should communicate with MANTON SECRETARIAL 
SERVICE, LTp., 98, Victoria-street, S.W.1 (Phone; VICtoria 
0141), who are specialists in this kind of work 
“Pregnancy Diagnosis by the Xenopus Method.” 24-hour 
service.—Send specimen of urine and £1 Is. fee to : WELBECK 
BiOLOGICAL LABORATORIES, 26, Park-crescent, Portland-place, 


Excellent personal 
LANCET Office, 7, Adam- 


View during day.— 
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Now available ... 


‘DISTAVONE’ 


brand 
Procaine Penicillin G 
Potassium Penicillin G 
Dihydrostreptomycin Sulphate 


A mixed antibiotic preparation 
with special applications 


Not infrequently, cases of advanced infection or of mixed infection 
require immediate treatment and to await proper bacteriological 
examination may be quite impracticable or inadvisable. In such cases, 
and also in prophylaxis in certain operative procedures, it is often the 
practice to administer separate injections of penicillin and dihydro- 
streptomycin. Moreover, where the causative organisms, because they 
are deep-seated, cannot be readily identified, a mixture of these two 


antibiotics is often used. 


For convenience in such circumstances, ‘ Distavone,’ consisting of a 
balanced mixture of penicillin and dihydrostreptomycin in a highly 


purified form, has been made available. - 


Each single-dose injection-type vial contains 300,000 
units procaine penicillin G, 100,000 units potassium 
penicillin G and 500,000 units (equivalent to 0.5 
gramme pure base) dihydrostreptomycin sulphate. Boxes 
of 5 vials. 





Distributed by : 


ALLEN & HANBURYS LTD. 
BRITISH DRUG HOUSES LTD. 
BURROUGHS WELLCOME & CO. 
EVANS MEDICAL SUPPLIES LTD. 


PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD. 


Manufactured by 


~!HE DISTILLERS COMPANY, 





owners of the trade mak ‘ Distavone’ 


(BIOCHEMICALS) LIMITED 





SPEKE 





LIVERPOOL 
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Literature and clinical samples 
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ACTION 
N-Bi2-C~ FOLIC ACID- STOMACH ~ LIVER FR 


PERIHEMIN* represents the greatest step forward yet made in the treatment 
of common anaemia, by means of a single form of medication. Already 
acknowledged the haematinic of choice in many hospitals in America, it is now 
introduced to physicians in the United Kingdom as a major therapeutic aid of 


proven merit in the iron-deficient and many megaloblastic anaemias. 


PERIHEMIN combines the principal known haemopoietic substances in a 
well-balanced formula. An oral preparation, in capsule form, which provides 
maximum toleration and optimal dosage for the patient, it is invaluable in the 
treatment of nutritional hypochromic anaemia, post-infectious anaemia, the 
megaloblastic anaemias of pregnancy, infancy, pellagra and sprue, post- 


gastrectomy anaemia and allied dyscrasias. 


DOSAGE For severe megaloblastic anaemias, 3 capsules 3 times daily after 
meals. In other anaemias, 1 capsule 3 times daily after meals. 
In bottles of 100 and 1,000 capsules. 


TRADE MARK 

FORMULA :—Each capsule contains ; Ferrous 
Sulphate Exsiccated, 192.0 mg., Vitamin B,,, 
10 micrograms, Fotvite Folic Acid, 0.85 mg., 
Ascorbic Acid (C), 50.0 mg., Powdered Stomach, 
on request. 100.0 mg., Insoluble Liver Fraction, 350.0 mg. 


LEDERLE LABORATORIES DIVISION 


BUSH HOUSE - ALDWYCH - LONDON, W.C.2 TEMPLE BAR 5411 








